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Abstract
Focusing on Thailand (1945-2006) as a case study, this research set out to analyse the birthing 
transition with particular regard to the socio-political context, and the birthing experiences of 
women, aiming to identify and describe key determinants, change processes, outcomes and 
impact. In Thailand, as in similar ‘emerging’ countries, maternal mortality has substantially 
decreased since the mid-1900s, when births usually occurred at home with a lay-midwife. 
However, subsequent to almost universal hospitalisation, a caesarean “epidemic” has transpired, 
and women sometimes experience dehumanised births. What influenced this significant 
transition and how was it enacted? In what ways is birth now ‘safer’ as experienced by women? 
To what extent does the current maternity system provide woman-centred, evidence-based, 
quality birthing care for all women?
The study design incorporated a multidisciplinary, concurrent mixed-methods approach. 
Fieldwork was conducted during 2006. Quantitative datasets were acquired from the National 
Statistical Office, and the Ministry of Public Health. Selected variables from Reproductive 
Health Surveys (RHSs) 1996 and 2006 were analysed, as well as data from the Safe 
Motherhood Project. Qualitative data was collected in three geographical regions, using in- 
depth interviews with women and informants. Key informants were drawn from diverse 
health/social services organisations and professional disciplines. Women participants were 
information-rich cases from diverse groups.
Findings detail major changes in mainstream birthing settings (ecologies), practices and beliefs 
(cultures), and outcomes, as well as the impact these have had on the potential for women to 
experience birthing as a transformative life event. Birthing in the past, in a home setting, 
afforded women the holistic support of chosen, trusted caregivers, where together, they had 
followed practices and rituals, empowering women to birth successfully in most cases. 
Complications and deaths did occur, where cosmological influences were implicated.
At the population-level, maternal mortality was already Tow’ before widespread hospitalisation. 
In relation to internationally-advocated safe motherhood strategies, reduced fertility, and 
potentially ‘skilled’ birthing care had the greatest impact in Thailand. More broadly, significant 
changes in the social determinants, thus improvements in women’s general well-being, may also 
have had a positive effect. Both these assertions may be supported by evidence of poorer health 
and birthing outcomes among marginalised populations in which general health improvements 
have lagged, and whose access to reproductive health services can be problematic. These 
findings indicate the importance of pro-equity strategies addressing the socio-economic, public 
health, and demographic determinants of maternal (and infant) health, before real and sustained 
improvements can be made.
This work shows birthing in Thailand is now largely technocratic, where within a generation, 
birthing has been redefined. The biomedical approach to pregnancy, and obstetric maternity 
care model have gained pre-eminence, highly influenced by prevailing beliefs about safety, and 
perceptions of ease and comfort. Moreover, midwifery-led care is unavailable, as all services 
are obstetric-led. Unnecessary interventions increase risks, and institutionalised birthing is 
rarely woman-centred. The new birthing system has accompanied the proliferation of policies 
and practices that are not evidence-based, have resulted in poor care, increased iatrogenic risks 
through overmedicalisation, and produced minimal widespread improvements in birthing 
outcomes. Furthermore, institutional policies do not generally respect women’s rights to 
continuous labour support, and fully-informed decision-making. However, as elsewhere, the
vii
impacts of changes are often overlooked. System-wide inequities can be observed where 
obstetric services are high cost, privilege doctors and private providers, while poor, rural, and 
ethnic minority women remain disadvantaged with limited access to resources supporting health.
Significant parallels can be seen in the socio-political context and determinants of 
industrialised-country transitions and that occurring in industrialising contexts. A theory 
emerged from findings that increased demand for hospitalised and biomedicalised birthing in 
Thailand occurred through a process of transference. Despite possessing a largely ‘successful’ 
care model, in terms of women’s desires for safety and comfort, a rich knowledge of herbal, 
hydro and massage therapies; biomedical knowledge and practice acquired authoritative status, 
while the knowledge and skills of lay-midwives were subjugated. Gradually, hospitals and 
medical services became more culturally acceptable, as women came to believe their 
experiences could be improved, transferring trust from traditional care. Conversely, this study 
found much about ‘traditional’ care, incorporating key ‘social birth’ features, is supported by 
current ‘best-practice’ evidence, and that modern-day technocratic childbirth does not always 
meet expectations, or promote healthy outcomes. There is potential for ‘traditional’ knowledge 
and practices to enhance contemporary maternity care. Findings support a reorientation of 
maternity services in Thailand, to offer quality midwifery-led care equitably, thereby protecting 
and promoting humanised, normal and healthy birth, achieving broad health improvements. 
This system would also promote cost-effectiveness and sustainability reducing unnecessary 
costs.
Finally, these findings on Thailand’s birthing transition are relevant to policy-makers 
internationally, seeking to achieve cost-effective, humanised care to improve maternal health, 
prevent maternal deaths, and promote healthy experiences and outcomes for women, babies, 
families and communities. In line with international definitions of reproductive health and 
birthing rights, this study asserts there is ample evidence to support the widespread acceptance 
of ‘social birth’ and care models including midwifery-led care as a primary strategy, and these 
should be supported through international initiatives. It is argued that a reorienting of ‘safe 
motherhood’ is needed to put women first, that ‘safety’ should not only be measured in terms of 
survival, but that risk discourses be balanced with normalcy, that women’s experiences be 
optimised through respecting their birthing rights, to ensure that strategies and ultimately 
birthing care is woman-centred, evidence-based, quality and sustainable.
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Glossary of Definitions, Terminology and Concepts
Assisted/Instrumental Delivery
The delivery of a fetus by vacuum extraction or forceps (Enkin et al 2000).
Biomedical
Allopathic as opposed to Humoral and Ayurvedic medical belief systems, homeopathy, other 
“Indigenous” systems and such. The terms ‘western medicine’ and ‘modem medicine’ are 
sometimes used alternatively (Van Hollen 2003:7-8).
Birth Centre
Alternative term “midwife-led/midwifery unit”, sometimes further described as “alongside birth 
centres (ASBCs/AMU)”, or “co-located”, meaning attached to or close by an obstetric-led 
maternity unit. Otherwise, “free-standing” (FMU), led by midwives for low-risk women 
(sometimes with input from GPs) geographically separate from hospital obstetric or consultant- 
led units (SDO Network 2012:S87).
Birthing/Maternity Care System
The structure and organisational framework within which birthing care services are provided. It 
is assumed that there is an internal logic, theoretical underpinnings to this structure and system 
of services, as well as guiding values (whether or not these are articulated explicitly). The 
maternity care system includes the types of care “packages” or models provided.
Birth Weight
The newborn infant’s first bare weight in grams (NSW DOH 2007).
Caesarean Section/Caesarean Birth/Caesarean/‘Caesar7‘C-Section’
The delivery of the fetus through an abdominal incision (NSW DOH 2007).
Continuity of Care
Sometimes understood as care in labour by a known caregiver, but can also include antenatal, 
intrapartum, and postpartum care in different combinations and with different numbers of 
caregivers. It can also describe a shared philosophy and practice guidelines (Waldenstrom et al 
2000). With midwifery continuity of care, terms often used are ‘caseload midwifery’, ‘team 
midwifery’ or “follow-through”. I use the term in the broader sense in this dissertation.
Crude Birth Rate (CBR)
The number of live births per 1,000 population (births registered during calendar year/estimated 
resident population) (Ford et al 2002). CBR is somewhat imprecise, as it is not age-specific 
fertility rates, and is based on live births only (Ford et al 2002).
Developing/Developed Countries
See Non-industrialised/Industrialised/Emerging Countries.
Direct Obstetric Deaths
“...Those resulting from obstetric complications of the pregnant state (pregnancy, labour and 
the puerperium), from interventions, omissions, incorrect treatment, or from a chain of events 
resulting from any of the above” (ICD-10 cited in WHO 2004c:3).
Doula
A person supporting a birthing woman ... includes “the provision of continuous labour support”, 
and may assist in “reducing women’s stress, provision of multicultural and religious support, 
support for women’s partners”, care may result in “reduced interventions during birth and 
increased breastfeeding initiation” (Dahlen et al 2011:49). The term comes from the Greek 
meaning ‘handmaiden’.
Elective Caesarean Section
A caesarean section (planned or unplanned) performed before the onset of labour (NSW DOH 
2007).
Emergency Caesarean Section
A caesarean performed after the onset of labour, whether or not the onset of labour was 
spontaneous (NSW DOH 2007).
Evidence-Based Care
The “conscientious, judicious, and explicit use of current best evidence in making decisions 
about the care of individual patients” (Enkin et al 2000:4). Additionally, Walsh (2007a:3-4 
citing Sackett), asserts the insufficiency of solely “measuring fixed clinical outcomes”, referring 
instead to “an evidence triad”, including “research, clinical expertise and patient preference...”, 
in which “subjective experience” is also examined and broader “impact”.
Gender: Usage of Terms
Lay-midwives and nurses are commonly referred to as “she”, while for doctors the pronoun 
used is “he”, although it is recognised that there were and are exceptions, the usage 
demonstrates the gender dominance within those fields.
Humanisc-d/Dehumanised
The International Conference on the Humanisation of Childbirth was held in November 2000, in 
Fortaleza, Cear'a, Brazil, including close to 2000 participants from 26 countries, UNICEF and 
WHO. “The concept of ‘humanisation’ was formulated and adopted by the Conference as the 
‘Cear'a Declaration’, as follows: ‘Humanisation’: A process of communication and caring 
between people leading to self-transformation and an understanding of the fundamental spirit of 
life and a sense of compassion for and unity with:
1. the Universe, the spirit and nature;
2. other people in the family, the community, the country and global society; and
3. other people in future, as well as past generations.
Humanisation is an important means of encouraging and empowering individuals and groups to 
move towards the development of a sustainable society and the enjoyment of a fulfilling life” 
(Umenai et al 2001).
“...Medicalisation is the opposite of humanised birth” (Page 2001).
“The humanisation of birth ...treating each mother as an individual and respecting her right to 
be involved in decisions about her care, and showing sensitivity to her desires and feelings, is 
crucial to safe and happy birth. These approaches are the foundation for healthy, happy 
productive individuals, and a better society” (Page 2001a).
Human Rights-Based Approach
“A human rights-based approach is a conceptual framework for the process of human 
development that is normatively based on international human rights standards and 
operationally directed to promoting and protecting human rights...” Office of the High 
Commissioner for Human Rights 2006, from frequently asked questions on a HRBA to 
development co-operation (UNFPA 2006).
Hospitalisation
In this thesis the term refers to admission in an obstetric-led maternity unit (standard in 
Thailand), situated within a hospital. The term is also used to refer broadly to the population- 
level policy, meaning the predominance of hospital birthing.
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Indirect Obstetric Deaths
“...Those resulting from previous existing disease or disease that developed during pregnancy 
and which was not due to direct obstetric causes, but was aggravated by physiologic effects of 
pregnancy” (ICD-10 cited in WHO 2004c:4).
Late Maternal Death
“...Death of a woman from direct or indirect obstetric causes more than 42 days but less than 
one year after termination of pregnancy” (ICD-10 cited in WHO 2004c:3).
Lay-Midwife
This term is used interchangeably in the dissertation with the terms “traditional midwife”, 
“community midwife”, “village midwife” and “TBA” (traditional birth attendant).
In the context of this research work the term lay-midwife is used to refer to a person who 
attends to births having completed some form of learning -  usually by apprenticeship with an 
experienced practitioner. (In the USA this refers to a formally qualified midwife who has 
completed an academic course of study but who is not a registered nurse).
Lifetime Risk of Maternal Death
“...Approximated by multiplying the maternal mortality rate by the length of the reproductive 
period (around 35 years)” (WHO 2004c:4). An estimate of each woman’s chance of maternal 
death.
Low Birth Weight (LBW)
In Thailand, a neonate was classified as low birth weight (LBW), where its weight at birth was 
<2500 grams (MOPH 1997) [rate calculated per 100 weighed newborns (MOPH 1997)]. This is 
in line with intemational/Australian definitions which classify LBW a birth weight less than 
2,500 grams (Laws & Sullivan 2009:67).
Low-Risk Women
As defined in NICE guidelines for intrapartum care (NICE 2007). Excludes women at higher 
risk of complications, such as those with pre-existing conditions eg diabetes, pre-eclampsia, or 
multiple pregnancies (SDO Network 2012).
Maternal Death
“...The death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and site of the pregnancy, from any cause related to or aggravated 
by the pregnancy or its management but not from accidental or incidental causes” (ICD-10 cited 
in WHO 2004c:3).
Maternal Mortality
“The death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and site of the pregnancy, from any cause related to or aggravated 
by the pregnancy or its management but not from accidental or incidental causes” (WHO 
2010:4).
Maternal Mortality Ratio
“.. .The number of maternal deaths during a given time period per 100,000 live births during the 
same time period” (WHO 2004c:4).
Maternal Mortality Rate
‘...The number of maternal deaths in a given period per 100,000 women of reproductive-age 
during the same time period” (WHO 2004c:4).
Maternal Mortality Ratio and Lifetime Risk
“The maternal mortality ratio is a measure of the risk of death once a woman has become 
pregnant... A more dramatic assessment of risk that takes into account both the probability of
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becoming pregnant and the probability of dying as a result of that pregnancy cumulated across a 
woman’s reproductive years is the lifetime risk of maternal death” (see above) (WHO 2004c: 1).
Medicalisation/Overmedicalisation
See description in Chapter 1.
Midwife
A health personnel trained to provide reproductive health care who may or may not have 
completed a course in nursing. Termed “certified-practicing midwife” (USA) when not 
qualified in nursing. Also refers to an ‘auxiliary midwife’ in the Thailand context, having 
completed an 18-24 months course of study and practice.
The International Confederation o f Midwives (ICM) International Definition o f a 
Midwife: A midwife is a person who, having been regularly admitted to a midwifery’ 
educational programme, duly recognised in the country in which it is located, has 
successfully completed the prescribed course o f studies in midwifery and has acquired 
the requisite qualifications to be registered and/or legally licensed to practise 
midwifery.
The midwife is recognised as a responsible and accountable professional who works in 
partnership with women to give the necessary support, care and advice during 
pregnancy, labour and the postpartum period, to conduct births on the midwife ’s own 
responsibility and to provide care for the newborn and the infant. This care includes 
preventative measures, the promotion o f normal birth, the detection o f complications in 
mother and child, the accessing o f medical care or other appropriate assistance and the 
carrying out o f emergency measures.
The midwife has an important task in health counselling and education, not only for the 
woman, but also within the family and the community. This work should involve 
antenatal education and preparation for parenthood and may extend to women ’s health, 
sexual or reproductive health and child care.
A midwife may practise in any setting including the home, community, hospitals, clinics 
or health units (ICM 2005). (Adopted: ICM Council, 19 July 2005, Brisbane, 
Australia).
Midwifery-Led
Alternative (to medical) model of birthing care that seeks to promote normal birth, and adheres 
to a midwifery philosophy, provided by midwives (of various types), where referral to hospital 
and/or medical services will be conducted if necessary. Care is often provided in various 
community settings, eg home or birth centre. Pregnancy and birth are interpreted within a social 
and holistic or humanistic view.
Neonatal/Neonatal Mortality
The neonatal period begins with birth and ends 28 complete days after birth. Neonatal deaths are 
subdivided into early neonatal deaths, occurring during the first seven days of life (0-6 days), 
and late neonatal deaths, occurring after the seventh day but before the 28th day of life (7-27 
days) (WHO 2006a:6).
Non-Industrialised/Industrialised/Emerging Countries
These terms are used throughout the thesis, although their limitations and deficiencies are 
recognised (preferable to ‘developing/developed’ countries). They do not follow a strict 
definition and are used interchangeably, also ‘westem/non-western’ (meaning Asian, African, 
Latin American, Middle-Eastern, Pacific etc), ‘resource-poor’, ‘emerging’ and ‘middle-income’ 
are also used in a similar manner, referring to general and relative economic status.
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Nurse-Midwife (USA Usage/Context)
A health personnel trained as a nurse as well as receiving some level of training in midwifery 
practice. This training is often believed to be more biomedically/illness oriented due to the 
dominance of nursing. Sometimes termed “maternity nurse”, reflecting the difference from an 
autonomous midwife practitioner who has the potential to practice within midwifery models and 
a broader scope of practice.
Infant Mortality Rate
“Probability of dying between birth and exactly 1 year of age, expressed per 1,000 live births” 
(UNICEF 2012:91)
Obstetric-Led/Obstetric Unit (OU)
A hospital-based care setting and/or model of maternity services where specialist obstetricians 
provide services to high-risk women, and are responsible for directing standard procedures, 
clinical guidelines, and practices, whoever actually implements the care or practices (nurses, 
nurse-midwives, midwives, resident medical officers, registrars, specialist obstetricians etc). 
Nurses/midwives/nurse-midwives provide care for all women admitted, but take responsibility 
for low-risk women (SDO Network 2012). All services are provided within a biomedical 
framework, interpreting pregnancy and birth as a medical event (see “Midwifery-led” for 
alternative model).
Out-of-Hospital (OOH)/Home-Like Settings
Births occurring outside of a “conventional” hospital labour ward/birth suite environment (often 
found to be focusing on the furniture and equipment eg the bed). Includes alongside birthing 
units/centres (ASBCs/AMUs), free-standing birth units/centres (FSBCs/FMUs), and a home 
environment.
Perinatal Period/Perinatal Mortality Rate (PMR)
“The perinatal period commences at 22 completed weeks (154 days) of gestation and ends 
seven completed days after birth” (WHO 2006a:6).
1. International classification of PMR (WHO):
The perinatal mortality rate = (Early neonatal deaths + stillbirths)/Total births * 1000 (where 
total births = live births + stillbirths) (WHO 2006a: 13)
2. International classification of PMR (UK):
Number of stillbirths and early neonatal deaths per 1,000 live births and stillbirths. (CEMACH 
2008:ix).
3. Classification of PMR (Australia/NSW):
The number of perinatal deaths (stillbirths and neonatal deaths) per 1,000 total births in a year 
(live births and stillbirths combined) (NSW DOH 2007:15).
Pregnancy-Related Death
“...The death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the cause of death” (ICD-10 cited in WHO 2004c:3).
Reproductive Health
“Reproductive Health implies that people are able to have a responsible, satisfying and safe sex 
life and that they have the capability to reproduce and the freedom to decide if, when and how 
often to do so. Implicit in this are the rights of men and women to be informed of and to have 
access to safe, effective, affordable and acceptable methods of fertility regulation of their choice, 
and to appropriate health care services that will enable women to go safely through pregnancy 
and childbirth and provide couples with the best chance of having a healthy infant” (WHO 
definition cited in ARROW 2012:16).
The central role of SM interventions in RH programs is supported by various statements 
included in the 1994 International Conference on Population and Development (ICPD) Program 
of Action. “The definition of reproductive health states: Reproductive health is a state of 
complete physical, mental and social well-being... in all matters related to the reproductive 
system and to its function and processes... (ICPD, 7.2)” (cited in Starrs 1998:3).
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Safe Motherhood
“Safe motherhood is more than the prevention of death and disability... It is respect for every 
woman’s humanity, feelings, choices, and preferences. The concept of “safe motherhood” is 
usually restricted to physical safety, but childbearing is also an important rite of passage, with 
deep personal and cultural significance for a woman and her family. Because motherhood is 
specific to women, issues of gender equity and gender violence are also at the core of maternity 
care. Thus, the notion of safe motherhood must be expanded beyond the prevention of 
morbidity or mortality to encompass respect for women’s basic human rights, including respect 
for women’s autonomy, dignity, feelings, choices, and preferences, including choice of 
companionship wherever possible” (WRA 2011).
Social Determinants of Health: The (SDH)
“Today ...health inequalities between and within countries have emerged as a central concern 
for the global community. An unprecedented opportunity exists to improve health in some of 
the world's poorest and most vulnerable communities — if approaches are chosen that tackle the 
real causes of health problems. The most powerful of these causes are the social conditions in 
which people live and work, referred to as the social determinants of health (SDH). Social 
determinants reflect people's different positions in the social "ladder" of status, power and 
resources. Evidence shows that most of the global burden of disease and the bulk of health 
inequalities are caused by social determinants” (WHO 2005T7).
Skilled Attendant
“ ...An accredited health professional -  such as a midwife, doctor or nurse -  who has been 
educated and trained to proficiency in the skills needed to manage normal (uncomplicated) 
pregnancies, childbirth and the immediate postnatal period, and in the identification, 
management and referral of complications in women and newborns” (WHO 2004b: 1).
Spontaneous Abortion
Alternatively, ‘miscarriage’. The spontaneous expulsion of a fetus less than 20 weeks gestation 
and less than 400 grams birth weight (NSW DOH 2007:15).
Stillbirth/Stillbirth Rate
“Stillbirth or fetal death is death prior to the complete expulsion or extraction from its mother 
of a product of conception, irrespective of the duration of pregnancy; the death is indicated by 
the fact that after such separation the fetus does not breathe or show any other evidence of life, 
such as beating of the heart, pulsation of the umbilical cord or definite movement of voluntary 
muscles” (WHO 2006a:6).
1. Number of stillbirths per 1,000 live births and stillbirths (CEMACH 2008:ix).
2. Stillbirth Rate (WHO):
Number of late fetal losses and stillbirths per 1,000 live births, stillbirths and late fetal losses 
(CEMACH 2008:ix).
Total Fertility Rate (TFR)
Total number of children an average woman would have by the end of her reproductive period if 
she experienced the currently prevailing age-specific fertility rates throughout her childbearing 
life (Ford et al 2002:44).
Very Low Birth Weight (VLBW)
Birth weight less than 1,500 grams (up to and including 1,499 g) (UNICEF 2004:21).
Woman-Centred/Woman-Centred Care
“Maternity care, models, system, philosophy focused on honouring and supporting the birthing 
woman’s rights, recognising that she is an active participant in her birth, and that each woman is 
an individual, with individual needs” (Kovavisarach & Habanananda 2012).
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Glossary of Thai Language Terms Appearing in the Text
T h a i W o r d s: E n g lish  T r a n s la t io n  a n d  E x p la n a t io n :
b a h t M a in  u n it  o f  c u r re n c y  ( e q u iv a le n t  to  d o lla rs ,  p o u n d s  e tc ).
h m o r  ta m  y a e [O n e  t r a n s la t io n  “ th e  m o th e r  w h o  r e c e iv e s ” ]. A  la y  c o m m u n ity /v i l la g e  
m id w ife  ( s o m e tim e s  re fe r re d  to  in  in te rn a t io n a l  l ite ra tu re  a s  a  T B A ), 
m a y  o r  m a y  n o t  h a v e  so m e  lev e l o f  o f f ic ia l  in fo rm a l t r a in in g ,  (a lso  
“m o r  ta m  y a e ”) .
h u a  p l e e B a n a n a  b lo s so m .
k a r m a “ T h e ra v a d a  B u d d h is m  p ro v id e s  a  c u ltu ra l  c o re  fo r  lo w la n d  T h a i 
s o c ie ty .”  . . .W i th in  B u d d h ism  a re  “ th e  c o n c e p ts  o f  k a r m a  ( k a m )  a n d  
m e r i t -m a k in g  ( k a a n  th a m  b u n ) .  A c c o rd in g  to  th e  T a w  o f  k a r m a , '  g o o d  
a c t io n s  e a rn  m o ra l  m e r i t  ( b u n ) ,  a n d  w ro n g  a c t io n s ,  d e m e r it .  T h e  
a m o u n t  o f  m e r it  a n d  d e m e r it  th a t  an  in d iv id u a l  h a s  e a rn e d  in  p a s t  a n d  
p re s e n t  in c a rn a t io n s  is  th a t  p e r s o n ’s k a r m a ,  a n d  d e te rm in e s  h o w  m u c h  
o r  lit t le  s u f fe r in g  s /h e  h a s  in  th is  life . A  p e r s o n  c a n  c h a n g e  h e r /h is  
k a r m a  b y  p u rp o s e fu l ly  m a k in g  m e rit .  T h e  m o s t  c o m m o n  w a y s  to  m a k e  
m e r i t  a re  to  g iv e  g if ts  to  m o n k s  a n d  te m p le s ,  a n d  to  s p o n s o r  an  
o r d in a t io n  o f  a  m o n k . T h e  n a tu re  o f  a  p e r s o n ’s k a r m a  is  k n o w a b le  o n ly  
in  its  ‘c o n c r e te ’ p o s t  f a c t o  e ffe c ts .  D e g re e  o f  e c o n o m ic  w e a l th  is 
p o p u la r ly  ta k e n  a s  a  d ire c t  in d ic a to r  o f  k a r m i c  s ta tu s , a s  is  so c ia l 
s ta tu s .. .  P o p u la r  b e l i e f  h o ld s  th a t  m e n  a re  k a r m i c a l l y  s u p e r io r  to  
w o m e n . . . .T h e  m o re  [a  w o m a n ]  su f fe r s ,  th e  p o o re r  h e r  k a r m a  is  s a id  to  
b e ” (M u e c k e  1 9 9 2 ). “ W ith in  T h a i B u d d h ism , a c ts  a re  d e f in e d  as e i th e r  
k u s a l a  k a r m a  (P a l i)  ‘sk ilfu l d e e d s ’ w h ic h  a re  b e n e f ic ia l  to  th e  s e l f  a n d  
o th e r s ,  o r  a k u s a l a  k a r m a  (P a l i) ,  ‘u n sk ilfu l  d e e d s ’ w h ic h  h a v e  b a d  
k a r m i c  c o n s e q u e n c e s  fo r  th e  s e l f  a n d  o th e rs .  M o s t  o rd in a ry  T h a is  
in te rp re t  th is  in  te rm s  o f  th e  b a la n c e  b e tw e e n  g o o d  d e e d s  a n d  b a d , 
w h ic h  in  tu rn  a f fe c t  o n e ’s k a r m i c  s ta tu s . In f r in g in g  th e  p re c e p ts  a g a in s t  
k i l l in g , s te a lin g , s e n su a l  m is c o n d u c t ,  ly in g , a n d  d r in k in g  a lc o h o l a re  a ll 
c o n s id e re d  u n sk ilfu l  d e e d s , o r  b a a p ,  B u d d h is t  s in ” (W h it ta k e r  2 0 0 2 ) .
k h a o  c h e e T o a s te d  s t ic k y  rice .
n a a m  p h u [L ite ra l ly :  “ c ra b  w a te r ” ], a  t y p e  o f  N o r t h e r n  T h a i  f e r m e n t e d  d r in k  
m a d e  f r o m  c r u s h e d  f i e l d  c r a b s .  N o r t h e r n  T h a i  p e o p le  b e l i e v e  t h a t  
t h e  s m e l l  o f  n a a m  p h u  w il l  m a k e  th e  p o s t n a t a l  m o t h e r  s ic k .
y u u  f a i [L ite ra l ly :  s ta y in g  b y  th e  f i r e / la y in g  b y  th e  f ire ] ,  “ s ta y in g  th e  m o n th ” , 
o b s e rv in g  th e  p o s tn a ta l  r i tu a ls  ( a ls o  ‘‘y u u y e n "  o r  ‘‘y u u  k a m ”).
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Chapter 1
Safe Motherhood, Hospitalisation and the Birthing 
Transition in Thailand
1.1 Study Concept and Rationale
This study of birthing transition in Thailand stems from a broader framework study. The Thai 
Health Risk Transitions Study was developed as a collaboration between partners in Australia 
and Thailand. Usually, the term ‘health transition’ has referred to changes occurring according 
to two interrelated components, that of demographic transition (population structure) and 
epidemiologic transition (disease and mortality), in combination with economic and sociological 
factors (Omran 2005). The Thai Transition Study proposed to extend earlier health transition 
work (Caldwell 1986; 1993; 1998; 1999; 2006) by analysing broad health effects of rapid and 
far-reaching transformation in Thailand covering demographic, social, cultural, political, 
economic, environmental and health system changes over half a century.
Thesis Conception: My Early Perspectives on Birthing Transition
I was bom and raised in Aotearoa/New Zealand, where my mother birthed in a community 
hospital with a midwife, because the general practitioner (GP) (and my father), were too late to 
attend. (Later, mum was ordered “back on that bed” when she attempted to walk to the shower, 
such activity was believed harmful in those days, and ‘hospital rules’ were rigid). My first 
name is a derivation of my Maori grandfather’s name (Pene); a heritage which inextricably links 
me with my origins, our land, community, other women, as well as our experience as a people. 
Acknowledgement of the cultural wellsprings of academic and research interests is necessary, as 
there is no ‘objective’, acultural frame from which these originate. We each bring personal and 
cultural perspectives.
As my ancestors traversed the oceans, an adventurous spirit and professional pursuits took me 
away from my homeland to study and work in midwifery, international public health, health 
services evaluation and research. Health promotion is a core interest and I completed a Master 
of Public Health (International Health) at the University of New South Wales, Sydney, Australia, 
in 2001. Primary health care (mainly maternal, newborn and child health), has been a large 
focus of my work in several countries including Afghanistan, Nepal, Thailand, Cambodia, 
Papua New Guinea and the UK. Another focus has been engagement with marginalised groups
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including ethnic minorities, across diverse settings. Throughout I have engaged with 
international scholarship.
At the time I first became interested in studying ‘health transition in Thailand’, 1 was living and 
working in a far-flung comer of the central highlands of Afghanistan. Working for an 
international non-govemmental organisation, we had been establishing primary care centres in 
remote communities -  some with no roads, no piped water, and few simple toilets. While 
providing general primary preventative and simple curative care, our focus was to be on 
maternal, newborn and child health issues -  a Northern district of Afghanistan infamously 
having the ‘highest maternal mortality ratio ever recorded’ (Bartlett et al 2005). We were also 
tasked with ‘community mobilisation’ and development. Even with the planned clinics, staffed 
by a nurse and ‘midwife’, thousands of people still lived more than one day’s walk away, and I 
leamt that daughters sometimes attended their mothers’ birthings. However, in spite of the 
arrival of crates of ‘clean birth kits’, we were suddenly forbidden to distribute them1, as 
‘training, equipping, or supplying “TBAs2”’ was banned by the Ministry of Public Health 
(MOPH). Even with commencement of the ‘community midwifery training’, it would be many 
years before these personnel would reach such remote locations. We considered and discussed 
the ethical dilemmas this directive brought, and wondered about the efficacy of birth kits in 
achieving ‘effective’ outcomes -  my prior experience working in similar circumstances in 
remote Nepal had taught me that these kits were valued and used by women and lay-midwives 
in that setting. Furthermore, what would become of efforts to improve birthing care if 
authorities effectively ‘ignored’ those most frequently providing it? I was curious to know the 
‘evidence’ on which such policies were based, but was bewildered about the ‘international- 
inspired’ imposition of such a directive, seemingly oblivious to, and inappropriate for, the local 
setting.
Additionally, I was curious about the fascination with childbirth technologies, exhibited by 
health personnel colleagues, where such technologies were viewed as essential and 
technological birth as superior to ‘normal’, even where no indication for interventions existed. 
Coming from a midwifery background, I recognised the need for ‘life-saving’ treatments in 
some complicated births, but still wondered about the potential for introducing ‘unnecessary 
technology’ for the convenience of personnel, as I had sometimes observed in other settings, 
and had read about. My thoughts were also with birthing women in such locations, how would 
they respond to ‘formalised’ pregnancy and birthing surveillance by an ‘outsider’ (‘health 
professional’), and would they be assured of quality care? Having lived and worked a few years 
prior in Thailand on the Burma border, I was also familiar with the many challenges faced by
1 By Ministry o f Public Health policy directive.
2 Traditional birth attendants.
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refugees, migrants and ethnic minority communities in many respects, but particularly in 
accessing culturally appropriate and acceptable, quality healthcare.
From these beginnings, this study of birthing transition was developed as a component of the 
larger study, but also to contribute knowledge more broadly, on the phenomenon of birthing 
change. Major changes in the manner and practices of birthing have been documented in 
countries of the western-world, particularly during the 19th and 20th centuries. More recently, 
important changes have been noted in middle-income (industrialising) and some non­
industrial ised countries; widely assumed to be the result of ‘safe motherhood’ (SM) and ‘child 
survival’ policy and strategy initiatives aimed at reducing maternal and infant deaths. Birthing 
research has been conducted in Thailand, with an established body of publications, including 
anthropological ethnographic work focusing on ‘traditional’ practices, sociological studies 
focused on ‘modern-day’ phenomena, and some epidemiological work on outcomes. In the age 
of evidence-based policy and care, international evidence has accumulated, seeking to 
determine the ‘effectiveness’ of various population-wide strategies, as well as aspects of 
birthing care and practices. This literature will be reviewed and referred to extensively 
throughout this thesis.
While impressive reductions in maternal deaths have been noted in some countries (including 
Thailand), mortality remains persistently high in others, and/or among certain groups, 
presenting a predicament for policy-makers and health services planners. In international 
circles, the institutionalisation (usually hospitalisation) of birthing is frequently assumed to be a 
key intervention for reducing mortality, and has been a major policy in Thailand. However, 
debates continue about which strategies are most effective for lowering mortality (referred to as 
‘safe motherhood’). Therefore, in conceptualising this research, I believed an exploration of 
policy, practice and women’s experiences associated with the period of reducing maternal 
deaths in Thailand, would usefully add to the body of knowledge, thereby informing 
international policy approaches.
From a social perspective, hospitalisation, and all that goes with it, represents a major cultural 
shift in birthing and care, with broad and life-long ramifications. It has been recognised that 
respect for women’s basic human rights and interpersonal aspects of maternity care have been 
neglected in a mortality-focused ‘safe motherhood’ (WRA 2011). These areas of care need 
more research, policy action, strategy development, integration and implementation, audit and 
evaluation. It was found that women’s needs and experiences were sometimes ignored in 
institutions focused on illness and mortality, rather than on promoting healthy outcomes and 
improving the well-being of women and families. This thesis takes a well-being ‘salutogenic’ 
approach, where I assert critical analysis and evaluation of hospitalisation and other significant 
changes in birthing are essential, in order to acquire an in-depth understanding of population-
-3  -
level policy impact, but also personal-level impacts -  the lived experiences of women and 
families.
1.2 Aim
To analyse the birthing transition in Thailand (1945-2006), with particular regard to the 
socio-political context and birthing experiences of women, and to identify and describe key 
determinants, change processes, outcomes and impact.
In analysing the stated changes, I will investigate socio-political factors, compile and analyse 
quantitative data, collect narrative descriptions and discourses, and explore phenomenological 
concepts within the narratives. This analysis aims to create a broad yet detailed picture of 
birthing changes in Thailand, from the policy level, through health services implementation, and 
at the individual/society levels including experiences, attitudes and beliefs about birthing.
1.3 Objectives
In line with the stated aim, the study objectives draw on multidisciplinary and mixed-methods 
approaches to:
1. Describe the birthing transition in Thailand (1945-2006).
2. Investigate changes in known determinants of maternal and perinatal health and birthing 
outcomes at the population level.
3. Explore how history has shaped current-day birthing, including social, political, health 
policy/services factors.
4. Detail changes in birthing and care as experienced and perceived by women.
5. Analyse the impact of these changes (Objectives 1-4); identifying contemporary 
maternal health and maternity services issues (2000-2006), and specifically reflecting 
on what the transition has meant to and for modern-day women.
6. Synthesise study findings in light of current international evidence and strategy 
approaches for safe motherhood and optimal birthing care.
1.4 Guiding Research Questions
1. What has changed in women's birthing experiences, and what key factors influenced 
these?
2. How have maternal health and birthing outcomes changed, and what key factors 
facilitated these?
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3. What has been the impact of these changes on women and families, on birthing ‘safety’, 
and to what extent does the current maternity system support woman-centred, evidence- 
based, quality care for all?
4. What are the implications of findings for maternity policy, systems, and care in 
Thailand, and the wider implications for ‘safe motherhood’ in other 'transitioning' 
countries?
1.5 Introduction to Key Concepts, Definitions and Terms
To my knowledge, the concept ‘birthing transition’ has not been applied in previous studies. 
Danishevski (2006:195) described changes in birthing ‘culture’ during socio-political and 
economic transition in Russia, where indicators such as birthplace, attendant, key practices, 
interventions and outcomes were analysed, and it was concluded that “overmedicalisation” had 
resulted. The term ‘medicalisation’ (and variants) has been more commonly used to describe 
one aspect of birthing ‘transition’.
Most often the term ‘birthing’ is used in the thesis for the woman-centred action of ‘giving 
birth’, as opposed to the fetocentric terms ‘delivery’ or ‘childbirth’. However, when referring to 
a medicalised hospital setting, this terminology is sometimes used.
‘Medicalisation’ of birth refers to a process whereby aspects of birth have changed from a social 
view to interpretation through a medical lens, in terms of an obstetrics philosophy. 
‘Overmedicalisation’ refers to an inappropriate, excessive use of medical and/or obstetric 
interventions/technologies (Buekens 2001).
This study considers birthing ‘outcomes’ and impact in the broad sense, but also includes 
commonly used measures (mortality/morbidity). ‘Impact’ more specifically refers to effects 
other than pathological, including changes in experiences, attitudes, beliefs, and expectations.
The terms ‘traditional’ and ‘modem’ were intentionally not used in the interview guides, rather, 
broad phrases ‘in the past’ (laew kawn), ‘these days’ or ‘in the present time’ (town nii, samai 
nii), were translated, leaving them open for interpretation by respondents, and recognising the 
continuum that exists from past to present. These terms are used however, in the analysis, 
interpretation and discussion, referring to those practices and beliefs ‘in the past’ and ‘current- 
day’, as explained by participants.
Other important definitions and descriptions are included for reference in a full Glossary (see 
pages xx-xxv).
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1.6 The Author’s Role in the Study
My role in this study was to conceptualise the thesis proposal, design the study, choose and 
apply the methodologies, and construct the theoretical foundation. I undertook fieldwork 
around Thailand (see Methods). All data analysis was completed by me, except where indicated, 
along with the drafting and writing of this dissertation. Substantive, structural, conceptual and 
editorial suggestions were given by the supervisory panel as per standard convention.
1.7 Organisation of the Thesis
This dissertation consists of ten Chapters. The initial introduction is followed in Chapters 2 and 
3 by a presentation of background concepts and context, and a review of relevant literature 
drawn from multidisciplinary areas. The choice of study design and methods is explained in 
Chapter 4, along with a description of data collection and analysis techniques employed. 
Chapters 5 to 8 present original research findings, and Chapter 9 discusses these as a whole and 
in light of the literature. Finally, Chapter 10 concludes the thesis, describing the implications of 
the research for safe motherhood policy and programs, while highlighting areas for future 
research. Figure 1.1 represents the thesis components in diagrammatic form.
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Chapter 2
Introduction to ‘Safe Motherhood’, Maternal Health and 
Mortality, and the Kingdom of Thailand
Introduction
This Chapter provides a brief introduction to ‘Safe Motherhood’ as currently and historically 
embedded in international development initiatives, and outlines maternal mortality and 
morbidity globally and in Asia. The Thailand context is subsequently described, with an 
overview of reproductive outcomes including mortality and quality of maternity care, 
incorporating findings on women’s birthing experiences. Maternity and health system issues 
are highlighted, and gaps in knowledge are identified.
2.1 ‘Safe Motherhood’ and The Millennium Development Goals (MDGs): The 
Global Context of Maternal Mortality, Morbidity and Health
Prior to 1985, ‘Child Survival’ was the major health focus of ‘development’ programs 
(Rosenfield & Maine 1985). However, many relevant international initiatives and instruments 
preceded the SM Initiative3 (AbouZahr 2003; Mayhew & Watts 2002), which originated in 1987 
following an international conference4 (Starrs 1987) and is supported by an Inter-Agency 
Group5 (AbouZahr 2003; NGO Networks for Health 2000; Women Deliver 2012). Since the 
origin o f ‘Safe Motherhood’ as an international advocacy effort and action agenda (Starrs 1987), 
the global response to maternal mortality has involved international summits, conferences and 
instruments, aimed at continuing the focus and momentum6. Many groups have supported the 
effort, including bilateral and multilateral agencies (WB 1999), and various other advocacy and
3 Such as the 1930 League of Nations concern about maternal deaths, the 1948 Universal Declaration of 
Human Rights, the 1975 Mexico City and 1980 Copenhagen Conferences on Women, the International 
Conference on Primary Health Care in 1978 (and the Alma Ata Declaration), the 1979 Convention on the 
Elimination of All Forms of Discrimination Against Women (CEDAW), the United Nations (UN) Decade 
for Women (1976-1985), the 1984 Mexico Conference on Population and Development.
4 Organised by the WHO, UNFPA and the World Bank.
5 Since 2005, it was ‘The Partnership for Maternal, Newborn and Child Health’, which includes 
international organisations, professional associations and academic institutions.
6 eg The Children’s Summit (1989), The International Day of Action for Women’s Health (1990), the 
Cairo International Conference on Population and Development (ICPD) in 1994, the Fourth World 
Conference on Women in Beijing (1995), Safe Motherhood at Ten (1997-1998), the Millennium Summit 
(2000), Women Deliver (2007, 2010), and the UN Secretary General’s Global Strategy for Women’s and 
Children’s Health “Every Woman, Every Child” (2010).
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technical initiatives have resulted7 (JHPIEGO 2003). More recently new funding mechanisms 
have evolved in the form of global alliances and public-private partnerships8. Professional 
groups have also rallied (Chamberlain et al 2003) forming interest groups9 (Benagiano & 
Thomas 2003; Thompson & Bennett 1996).
“Safe motherhood means ... preventing maternal and infant death and disability through 
access to basic healthcare... ensuring ...all women have access to the information and 
care they need to go safely through pregnancy and childbirth... [it] is a matter of social 
justice and women’s human rights... an important social and economic investment” 
(NGO Networks for Health 2000).
Initially, it was recommended that SM strategies focus on primary care including family 
planning (FP); promoting antenatal care (ANC) for “risk-screening” in order to detect 
complications and/or high-risk pregnancies and refer to facilities; training birth attendants for 
home or institutional births; the provision of obstetric care for “high-risk” women; while 
improving mortality data was also emphasised (Cohen 1987; Starrs 1987; Villar et al 2001). 
While FP was believed central to SM strategies, there was a trend away from demographic goals 
towards a broader recognition of the right to reproductive health (RH) and care (AbouZahr 
2003; Rosenfield & Maine 1985; Starrs 1987) (see Chapter 3).
The Millennium Summit in 2000 launched the Millennium Development Goals (MDGs), as a 
set of aspirations for global development, with Goal five “to improve maternal health” (UN 
2005). The main target was “to reduce by three-quarters, between 1990 and 2015, the maternal 
mortality ratio” (WHO 2004b: 1), and another to increase the proportion of births attended by 
‘skilled’ personnel. Another Goal 5B was added in 2007 on universal access to RH, and 
included indicators on antenatal care (ANC) coverage, and adolescent birth rates (ARROW 
2010). While MDG5 is specified in terms of maternal health, no indicator actually measures 
health outcomes -  targets are aimed and measured in terms of reducing deaths, focused on 
services use, with the assumption that utilisation creates health. It has been argued that this 
“disease-oriented approach to health priority setting” has not always recognised preventative 
actions and health promotion opportunities (Bernstein & Hansen 2006:5) (see Chapter 3).
Despite these initiatives, maternal mortality continues to be a major public-health problem 
globally, with estimates stating over 500,000 maternal deaths occur annually (FCI 2007; WHO 
2007b), yet these are largely avoidable (WHO 2004; 2009c). Moreover, in many countries in 
Asia MMRs remain high, and while “making progress” they will not achieve their MDG5 
targets. Progress on reducing maternal mortality is slow (WHO 2007b), despite global
eg The White Ribbon Alliance for Safe Motherhood, the WHO’s ‘Making Pregnancy Safer’. 
x eg the Alliance for Maternal, Newborn and Child Health involving USAID, DFID, AusAID, and the 
Gates Foundation.
4 eg the International Federation of Gynaecology and Obstetrics (FIGO) ‘Save the Mothers Fund’, and the 
International Confederation of Midwives (ICM) ‘Safe Motherhood’.
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improvements in health and survival, and reduced fertility. There is no doubt that the death of a 
mother in childbirth is a tragic and devastating event, not just for her baby (if it survives) but for 
her family, community, and for society as a whole (FCI 2007; Planet Wire 2007; UNICEF
1999) . In low and middle-income countries and globally, reproductive and “maternal 
conditions” are the leading causes of death for reproductive-age women (WHO 2009c:40). 
Furthermore, women in the developing-world are disproportionately affected, and besides 
deaths, annually “more than 50 million women suffer from a serious pregnancy-related illness 
or disability”, many of which lead to long-term illness (FCI 2002:1; NGO Networks for Health
2000) . The link between maternal and perinatal deaths has also been noted, and are frequently 
“the result of the same factors...” (NGO Networks for Health 2000:4). Additionally, the 
healthcare that is believed necessary to prevent deaths is low-cost10 (Jowett 2000; WB 1999). 
The WHO urged “to enable women to contribute to national development and for children to 
achieve their full potential, the health of women and children and family-friendly policies must 
receive higher priority” (WHO 2005a).
2.2 Maternal Mortality in the Asia Region and the Thailand Context
The Southeast Asia regionl: includes countries with largely young populations (WHO 2005a), 
which means there are large numbers of pregnant women and births. However, there is also a 
high burden of maternal and infant mortality12 (WHO 2005a). Therefore, for the future of these 
societies, maternal, newborn and child health issues must be prioritised. Comparing Asia- 
Pacific countries, selected maternal mortality data using three common measures are shown in 
Table 2.1.
Table 2.1: Maternal Mortality Data for Selected Countries in the Asia-Pacific 
Region (2000)
C ou n try N u m b er o f  
M a te rn a l  
D ea th s
L ife tim e  
R isk  o f  
M a tern a l  
D eath
M a te rn a l  
M orta lity  
R atio  * 
(M M R )
R a n g e  o f  
U n certa in ty  
on M M R  
E stim a te s
R an k
(M M R )
1 in: L o w er
Est.
U pper
Est.
A u str a lia 20 5 ,8 0 0 8 5 10 1
B a n g la d e s h 16,000 59 380 320 450
B h u ta n 310 37 420 110 780
B ru n ei D a ru ssa la m 2 830 37 22 53 6
C a m b o d ia 2,100 36 450 26cT 620
C h in a 11,000 830 56 28 110 9
F iji 15 360 75 19 140 11
I n d ia 136,000 48 540 430 650
I n d o n e s ia 10,000 150 230 58 440
10 Estimates cited of about “US$3 per person per year in low-income countries” (NGO Networks for 
Health 2000).
11 According to WHO divisions
12 More than 50% of the global total.
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J a p a n 1 2 0 6 ,0 0 0 10 7 13 3
Korea (DPR) 260 590 67 17 130 10
K o r e a  ( R e p u b l ic ) 1 2 0 2 ,8 0 0 2 0 10 4 0 4
Lao (PDR) 1,300 25 650 160 1,200
M a la y s ia 2 2 0 6 6 0 41 2 0 81 7
M aldives 10 140 110 28 220
M ongolia 65 300 110 75 150
M yanm ar 4,300 75 360 91 660
Nepal 6,000 24 740 440 1,100
N e w  Z e a la n d 4 6 ,0 0 0 7 5 10 1
PNG 470 62 300 77 570
Philippines 4,100 120 200 120 280
S in g a p o r e 15 1 ,7 0 0 3 0 2 0 41 5
Solom on Islands 25 120 F3Ö 33 240
Sri Lanka 300 430 92 46 180 12
T h a i la n d 5 2 0 9 0 0 4 4 2 2 8 8 8
Tim or-Leste 140 30 660 170 1,200
Viet Nam 2,000 270 130 32 240
Source: (WHO 2004c)
Notes:
■ Top twelve ranks are in bold font
■ Combines countries in WHO Southeast Asia Region (SEAR) and Western Pacific Region (WPR)
■ *Matemal deaths per 100,000 live births
■ No data for Countries: Cook Islands, Kiribati, Marshall Islands, Micronesia, Nauru, Niue, Palau, 
Samoa, Tonga, Tuvalu, Vanuatu).
The kingdom of Thailand “Land o f the Free” 13, is situated in Southeast Asia, sharing borders 
with Myanmar (Burma) to the West, Cambodia (East), Laos (North-East), and Malaysia (South) 
(Figure 2.1). A constitutional monarchy was established in 1932 (CIA 2005). The geographical 
landscape of the country varies considerably, from plains of the Central area, a plateau in the 
East, coastal communities in the South, and mountainous regions in the North/Northwest (CIA 
2005). A three season tropical climate consists o f hot and humid, rainy monsoonal and cool 
seasons.
13 Formerly Siam (dating from the 14,h Century), the name was changed to Thailand in 1939 (CIA, 2005).
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Figure 2.1: Thailand and Neighbours
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Available at: http://ww\v.pattavavillaholidavs.com/Maps-thailandymap-lhailand-6.html 
Digital map by www.Phukhao.com
Table 2.2 shows some indicators o f interest for Thailand, where a free-enterprise economy 
exists, and the country industrialised rapidly. Buddhism is the predominant religion (94.6%), 
with Muslim (4.6%), Christian (0.7%), and other groups (0.1%)(est. 2000) (CIA 2005). Diverse 
ethnic groups inhabit the Northern, North-western, and Southern parts o f the country. The 
population is highly literate, though a relatively small gender differential persists.
Table 2.2: Demographic, Social and Political Indicators, Thailand (1990 & 2002)
Indicator 1990 2002
Population: 54,548,500 65,444,371 (2005)
Population Growth Rate: 1.59 0.97 (2000)
Population Ethnicity:
■ Thai
■ Chinese
■ Others
75(2005) 
14(2005) 
11(2005)
Urban Population (%) 29.4 31.6
Population Proportion Below National 
Poverty Line:
27.2 9.8
Life Expectancy (years):
■ Males
■ Females
67.7(1991)
72.4(1991)
71.1 (2000) 
69.7 (2005)
76.1 (2000) 
74.4 (2005)
GDP per capita: (Thai baht) 34,839 50,821
GDP by Sector (%): 
■ Agriculture 63.4 9.0 (2004)
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Indicator 1990 2002
• Industry 14.2 44.3 (2004)
■ Services 22.4 46.7 (2004)
Exports as % of GDP: 34 65
Public Expenditure on Health: (% GDP) 0.9 2.1 (2001)
Labour Force Participation: 
■ Male 79.8
■ Female 61.5
Literacy: (%) 
■ Male 96.7 96.4 (2000)
■ Female 94.7 94.3 (2000)
Access to Clean Drinking Water: (% 
households) 80.3 92.2 (2000)
Sanitation: (% households) 86.1 97.8 (2000)
Parliamentary Seats Held by Women: (%) 4.2(1992) 10.2 (2001)
Migration/Refugees:
■ Migrant Population (est.) >1,000,000
■ Refugees in Camps 97,700(1999)
UN Human Development Index: 0.828(1995) 0.781 (2005)
Rank: 58 78
Sources:
(Caouette et al 2000; CIA 2005; NSO 2005; Thanenthiran & Racherla undated; UN 2003; UNDP 2003) 
Notes:
GDP: Gross Domestic Product
2.3 Mortality Transitions and Reproductive Health in Thailand
In terms o f general health, infant mortality is internationally considered an overall indicator of 
population health status and/or quality o f life (Amomwichet et al 1999). One implication of 
high infant mortality, it has been argued, is high fertility (Knodel et al 1984). Figure 2.2 
indicates infant mortality rates and trend in Thailand.
Figure 2.2: Trend in Infant Mortality Rate (IMR) (Per 1,000 Live Births) in 
Thailand (1964-2007) (with Trend Line)
1964 1980 1985 1990 1992 1994 1996 1998 2000 2002 2004 2007
Year
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Sources:
Data derived from multiple sources. See full data Table A 10.9 in Appendix 10.
In terms of disease burden, “low birth weight and birth trauma/asphyxia were the top two causes 
of disability adjusted life year (DALY) loss in childhood, accounting for 22% of the total 
burden” (Bundhamcharoen et al 2002). Human immunodeficiency virus (HIV)/AIDS was the 
main cause of DALY loss for the 15-59 year age group, and accounted for 23% 
(Bundhamcharoen et al 2002). Anaemia accounted for 8% of the years lived with disability 
(YLD) for women in 1999 -  the third largest proportion, and was ranked 8th in the top twenty 
causes of disease burden in women (Bundhamcharoen et al 2002). Depression was the main 
cause of YLD in women (10% in 1999), and ranked 4th in the causes of disease burden 
(DALYs) (Bundhamcharoen et al 2002).
Early approaches to RH internationally, were demographically-oriented ‘targets-driven’ FP 
programs aimed at curbing population explosion, whereas currently, a rights-based approach is 
utilised, and Thailand has followed this (UNDP 2005). RH in Thailand is now viewed in the 
context of attaining ‘international development goals’, where the broader context of women’s 
economic and political status is also considered (UNFPA 2005). Thailand introduced a SM 
Program around 1990, and later initiated ‘MDG+’ (MOPH 2005; UNDP 2005) with targets for 
reducing maternal deaths; and implemented a pilot program in the “least developed” Northern 
province of Mae Hong Son (Thailand Environment Institute 2005). Although relatively high 
female involvement in reproductive decision-making has been reported in Thailand (compared 
with some neighbouring countries)(Knodel et al 1984), RH data indicated persisting gender 
differentials (UNFPA 2005), and an ancient saying ‘man is paddy and woman is rice’ may 
underlie this. In terms of maternity, Figure 2.3 shows the maternal mortality trend in Thailand, 
indicating that birthing has become ‘safer’ in terms of fewer maternal deaths, comparing 2010 
with 1960. These data are discussed further later in the dissertation. While maternal death is an 
extreme outcome, I asserted in Chapter 1, that other birthing outcomes are important, and 
warrant attention when considering ‘safe motherhood’.
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Figure 2.3: Trend in Maternal Mortality Ratio (MMR) (Per 100,000 Live Births) in 
Thailand (1960-2010) (with Trend Line)
150
1960 1965 1970 1975 1980 1985 1990 1995 2000 2005 2010
Year
Sources:
Data derived from multiple sources. See full data Table A 10.2 in Appendix 10.
2.4 Quality of Maternity Care: Overmedicalisation, Caesarean Birth and 
Maternity System Determinants
Much discussion still occurs regarding the contribution of various factors to ‘safe motherhood’ 
and improved neonatal outcomes; including obstetric technologies14, maternity services, socio­
economic and reproductive/fertility factors, which often change simultaneously (Cockroft 1998; 
Costello & Osrin 2005; De Brouwere 2007; McDonagh 1996; Murray 1996) (see Section 3.3). 
However, risks associated with vaginal and caesarean births were compared in an extensive 
review, and it was concluded that “spontaneous vaginal birth ... involves far fewer risks than 
either caesarean ...or ‘assisted’ vaginal birth15. Without a clear and compelling need for [these] 
a spontaneous vaginal birth is likely to be the safest way to give birth” (MCA 2004). The 
literature review (Chapter 3) presents historical and contemporary evidence indicating that for 
most women ‘non-intervention’ in birth is safer, where the risks of complications, mortality and 
morbidities associated with caesareans (especially those without medical indication) are clear 
(Table A2), and longer-term sequelae are still becoming apparent (Gunes et al 2005; Honig et al 
2005; Walker 2012). Wagner (2009:643), an epidemiologist, estimated excess maternal deaths 
due to unnecessary caesareans16, additionally, it is unequivocal that prioritising costly surgical 
procedures diverts resources from women who need them (Blouin 2007; Lumbiganon et al 
2010).
14 Birthing ‘technologies’ can refer broadly to procedures and ‘processes’, as well as electronic or 
mechanical equipment.
15 ‘Assisted vaginal birth’ includes vacuum extraction and forceps (see Glossary).
16 A sobering 60 excess deaths per year in the USA alone.
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Thailand’s caesarean births have rapidly increased, replicating a world-wide trend 
(Hanvoravongchai et al 2000; Stanton & Holtz 2006), and an “epidemic” was described, raising 
“concern” among health researchers and clinicians (Chanrachakul et al 2000; 
Tangcharoensathien 2000~~; Tangcharoensathien et al 2002).
“Even though the health of Thais is improving quickly, attention still needs to be paid to 
pregnancy, given that half of all deliveries in private hospitals were caesarean[s]... 
Thailand now has higher rates of caesarean ...than ...recommended by the WHO” 
(Mahidol University & Thai Health Promotion Foundation 2005).
The WHO stated “[globally] countries with some of the lowest perinatal mortality... have 
caesarean ...rates under 10%. ...There is no justification in any ...region to have more than 10- 
15%...” (WHO 1985b), and it was recommended that the Royal Thai College of Obstetricians 
and Gynaecologists (RTCOG), among others, take action (Tangcharoensathien et al 2002). 
Data indicated (Figure 2.4) that caesareans were consistently lowest at district hospitals (< 10%), 
whilst private facilities had the highest rates (over 50% since 1996), and this analysis indicated 
that MOPH SM data (usually cited as ‘national’ rates) considerably underestimated actual rates 
(there is no mandatory requirement for private hospitals to report). Unnecessary caesareans 
were calculated (up to 2.6% of births in 1999) (Khunpradit 2002), where the increased risks to 
mothers and babies should not be discounted, and notable inequalities, differentials between 
public and private clients were also observed (Hanvoravongchai et al 2000).
Figure 2.4: Reported Caesarean Delivery Rates in Thailand (from Various 
Sources) (% of Births) (1990-2003)
Sources:
1990-1996 Data: (Tangcharoensathien et al 1997) 
1997-2003 Data: Safe Motherhood Dataset 
1990-2001 Data: (Khunpradit 2006)
Notes:
Safe Motherhood Project data were not available for the period prior to 1997, however, survey data from 
1990-1996 were included in this representation.
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Some efforts were initiated in Thailand to reduce unnecessary caesareans (Saropala & 
Suthutvoravut 1999; Somprasit et al 2005), however, cohesive actions were somewhat uncertain. 
Caesarean rates differed by region, birthing location, and socio-economic position according to 
Liamputtong (2005), where misconceptions among the public were also found. Chanrachakul et 
al. (2000:358) stated that vaginal birth after caesarean (VBAC), as well as external cephalic 
version (ECV)17, were “widely performed and contribute to ...[caesarean] decline” in western 
settings, however, “these practices are limited and accepted only in some hospitals in Thailand”. 
It was thought more convenient for obstetricians to “set the operation date than to wait for 
unpredictable ...labour” (Chanrachakul et al 2000), despite the WHO (1985b) stating “there is 
no evidence that a caesarean ...is required after a previous ...caesarean... Vaginal deliveries 
after a caesarean should normally be encouraged wherever emergency surgical capacity is 
available”.
Chanrachakul et al. (2000) published survey results including three hospital types in Thailand. 
Mean reported caesarean rates were 24%, 48% and 22% in general, private and university 
hospitals, where rate increases in the previous five years were alarming at 78%, 50% and 66% 
respectively (Chanrachakul et al 2000). Further, only 38% of these hospitals had procedures to 
regulate caesareans (Chanrachakul et al 2000). The most common indication in private and 
university hospitals was ‘previous caesarean’ (63% and 88% respectively), while in general 
hospitals it was obstructed labour or “failure to progress” (55%) (Chanrachakul et al 2000; 
Khunpradit 2002). ECV was performed in 26% of hospitals surveyed, and VBAC in 12%, 
however, both were not standard practice (Chanrachakul et al 2000). The researchers argued for 
“standardised labour management and reduction of unnecessary primary caesarean...” 
(Chanrachakul et al 2000:357), while Tongsong & Jitawong (2003), from their study in Chiang 
Mai concluded that a counselling intervention on VBAC could prevent unnecessary caesareans.
Episiotomy is common in Thailand, despite overwhelming evidence against performing this 
procedure routinely (Table A2), and reportedly, some women “did not even know that the cut 
was performed on them” (Liamputtong 2004). A Senate Inquiry was conducted in Australia to 
investigate and report on childbirth procedures owing to concern over increasing interventions; 
variations in practices particularly “with respect to the level of interventions such as 
caesarean[s]... episiotomy and epidural anaesthetics”; variations between public and private 
patients; variations in clinical outcomes associated with variation in intervention rates; 
variations in the demonstration of ‘best practices’ and questions over the desirability of best- 
practice guidelines; concern over the adequacy of care for disadvantaged groups; apprehension 
regarding the adequacy of information provided to women; and the impact of new financing 
arrangements (Australian Senate 1999). It would seem that many of these issues and questions 
are relevant in the Thailand context. Gulmezoglu (2003) warned that “a variety of problems are
17 Performed for turning a breech presentation to cephalic.
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caused when clinical practices that are not based on sound scientific evidence find their way 
into established medical/health care practice”.
Thadakant (2005) conducted an in-depth exploration of ‘midwifery’ practice in Thailand, 
incorporating nurse-midwives’ perceptions across five healthcare levels, and conclusions are 
presented in Table 2.3.
Table 2.3: Findings on Midwifery Practice and Identity in Thailand
Key F indings A dditional References
1. Midwifery practice not well-developed compared with 
international definitions and guidelines on scope of practice 
(even according to the national definition).
(Haora & Thadakant 2006; 
ICM 2005)
(TNC undated)
2. Midwifery identity was lacking; midwife roles and scope of 
practice were confused; nurse-midwives did not perceive 
midwifery as a profession, and midwifery received little 
recognition from external bodies and the general public.
(Haora & Thadakant 2006; 
Thadakant et al 2002)
3. The term ‘midwife’ was not in common usage and seen as 
inferior to ‘nurse-midwife’, ‘professional nurse’, “obstetric 
nurse”; associated with hmor ta m ya e  (lay- 
midwives/TBAs).
(Haora & Thadakant 2006; 
Thadakant et al 2002:1)
4. Lack of clear national definition of midwifery.
5. Nurse-midwives are not midwives but nurses with minimal 
obstetric nursing training in their pre-registration study, 
most not having completed a midwifery course.
(Thadakant et al 2002)
6. Nurse-midwives perceived their skills and knowledge as 
inadequate. No undergraduate and/or minimal postgraduate 
‘midwifery’ education means all nurses are automatically 
considered midwives, but no career path in midwifery.
(Haora & Thadakant 2006)
7. All maternity care is obstetric-led as no midwifery-led 
models exist.
(Haora & Thadakant 2006)
8. Nursing and midwifery education has been heavily 
influenced by American curricula and systems.
(TNC undated)
9. Nurse-midwives’ practice and thinking heavily influenced 
by nursing concepts and theories (i.e. ‘illness’ not 
‘wellness’).
10. Significant health system structure and legislative barriers 
to optimum midwifery role development and performance; 
“chaotic approach to the organisation of practice and 
midwifery care services in Thailand”; mostly fragmented 
maternity care.
(Haora & Thadakant 2006; 
Thadakant 2005; Thadakant 
et al 2002)
11. Nurse-midwives were disempowered, passive and 
‘voiceless’ within a medically-dominated system that 
privileges medical and nursing authority, and prescribes 
‘medically-directed’ practice. At the time, there was no 
identified process whereby change could be effected.
For nurses disempowerment 
and subordination to 
medicine see (Siritarungsri 
2006) (Haora & Thadakant 
2006)
12. Nurse-midwives were aware and recognised benefits of 
midwifery-led care models, and some expressed the desire 
to practice within these.
(Haora & Thadakant 2006)
13. A technoscientific approach dominated nurse-midwives’ 
discourses and care, and they were dependent on “advanced 
medical technologies” to provide even normal pregnancy 
care, demonstrating absence of and conflict with a ‘normal 
birth’ (midwifery) philosophy.
(Haora & Thadakant 2006; 
Thadakant 2005:307)
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Additionally, Muecke & Srisuphan (1989) earlier considered nursing in Thailand “feminised”, 
asserting the challenges of establishing and retaining power in a patriarchally-dominated 
political system. Policy barriers to the provision of optimal maternity care have been broadly 
identified (Mavalankar & Rosenfield 2005), and the potential for health systems to negatively 
effect matemai outcomes also recognised (Sundari 1994).
The MOPH (2005) described the evolution of the healthcare system in Thailand, where 
universal healthcare currently exists, locally called ‘The 30baht Scheme’, and this provides for 
a minimum level of RH and maternity services . Tangcharoensathien et al. (2002a:62) studied 
the effect of universal coverage on RH services explaining that nurses and midwives are “the 
backbone” of matemai health and “all other public-health services” providing 64% of antenatal 
services in 2000. The public sector was the major provider of birthing services in 2009 (around 
90% of births), and researchers concluded access inequities were “almost zero” (Kongsri et al 
2011:92), however, small percentages of “non-assisted” births in Thailand still totals thousands. 
There were also significant variations in service provider types and the prevalence of selected 
outcomes, including LBW and exclusive breastfeeding, and notable trends over time. A 
mismatch between health services and need was also identified particularly with regard to 
prevention and treatment of unwanted pregnancies (Teerawattananon & Tangcharoensathien 
2004). The WHO (2005b:xviii) recommended globally, user payments be minimised “to attain 
the financial protection” afforded by universal access. They also cautioned against inequitable 
access, and urged the prioritisation of matemai and child services (WHO 2005b). The extensive 
growth of the private, for-profit medical system in Thailand has been documented 
(Niitayaramphong & Tangcharoensathien 1994; Pachanee & Wibulpolprasert 2006; Whittaker 
2008), and technology overuse related to oversupply was identified, while increasing inequities 
was another issue. Additionally, researchers have recommended that an integrated 
private/public-health information system be established to enable effective planning 
(Nittayaramphong & Tangcharoensathien 1994). The development of the maternity care system 
will be analysed further in the following Chapters.
2.5 Quality of Maternity Care: Women’s Experiences
In reviewing the Thailand-based English-language literature, notable anthropological and 
ethnographic studies provided observations and descriptions of many aspects of reproduction, 
pregnancy and birth-related behaviours, and childbirth care18. Whereas, in the past, birthing 
involved social networks including family and community, modern-day medicalisation was
1X See for example: (Hanks 1963; Ishikawa et al 2002; Kaewsam & Moyle 2000; Liamputtong et al 2005; 
Liamputtong Rice 2000; Muecke 1976; Pathanapong 1990; Phya Anuman Rajadhon 1961; Poulsen 1984; 
2007; Symonds 1991; Thirawom undated; Whittaker 1996; 1996a; 1998; 1999; 2001; 2002; 2002b; 
2002d; 2002e).
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clear, where Liamputtong (2004:470), noting that women’s bodies can be “the subject of control 
by medical professionals and technology”, described how some women in Northern Thailand 
“actively seek medical technology...” (Liamputtong 2005), sought “more medical technology” 
(Liamputtong 2004:461), and accepted “passively” what was done to them. Liamputtong 
(2004:456, 470) found that birthing medicalisation “has resulted in a highly technological 
approach with routine hospital procedures...”, and asserted that this occurred due to the 
“modernisation or westernisation of Thai society” as a whole. Similarly, Whittaker (1999:216) 
likened birthing “reforms” to those occurring within village societies in pursuit of the 
“development” agenda. The beliefs of government health personnel, and the extension of health 
services, were also thought to have had a prominent influence on this process, where, it was 
argued, “the authority of traditional knowledge and practices” was “subordinated” (Whittaker 
1999:216). Further features are listed in Table 2.4.
Table 2.4: Some Documented Features of Modern-Day Hospital Childbirth 
Experiences and Women’s Expressed Maternity Care Needs in Thailand
Key F indings R eferences
1 . Hospital policy banned birthing support persons (L ia m p u tto n g  2 0 0 4 )
2 . Routine episiotomies conducted, on occasion, without prior 
consent
(L ia m p u tto n g  2 0 0 4 )
3 . Obstetric/routine interventions common, “more prevalent 
among urban middle-class women”, but some discontent 
regarding these
(L ia m p u tto n g  2 0 0 4 :4 6 2 ;  
2 0 0 5 ;  M u e c k e  1 9 7 6 )
4 . Inadequate provision of information; women wanted more 
comprehensive information
(L ia m p u tto n g  2 0 0 4 ;  
T e e r a w a tta n a n o n  e t al 2 0 0 3 )
5 . Lack of participation in decision-making; women desired 
more ‘partnership’ in their maternity care
(L ia m p u tto n g  2 0 0 4 ;  
T e e r a w a tta n a n o n  e t al 2 0 0 3 )
6. Feelings of “powerlessness” (L ia m p u tto n g  2 0 0 4 ;  
W h itta k e r  1 9 9 9 )
7. Lack of control/choice for ‘rural poor’ (L ia m p u tto n g  2 0 0 5 )
8. Poor ‘cultural competence’ of health personnel (W h itta k e r  1 9 9 6 a )
9. An acute perception of risk, medicalised discourses 
dominant; preference for and more confidence in obstetric 
services over nursing care; however women desired “the 
patient-centred” approach
(T e e r a w a tta n a n o n  e t  al 
2 0 0 3 ;  T h a d a k a n t 2 0 0 5 )  
(L ia m p u tto n g  2 0 0 5 )
1 0 . Some women actively seek medical technology, wanting 
‘control’ and ‘safety’
(L ia m p u tto n g  2 0 0 5 ;  
T e e r a w a tta n a n o n  e t al 2 0 0 3 ;  
W h itta k e r  1 9 9 9 )
1 1 . Dissatisfaction with healthcare providers’ attitudes; desired 
better interpersonal relationships with medical personnel
(L ia m p u tto n g  2 0 0 4 ;  
T e e r a w a tta n a n o n  e t  al 2 0 0 3 ;  
W h itta k e r  1 9 9 9 )
1 2 . Incentives for doctors to perform caesareans (L ia m p u tto n g  2 0 0 5 )
1 3 . Nurse caregivers’ practices were not evidence-based (K a e w s a m  e t  al 2 0 0 3 )
The preference of Thai women for “professional delivery in the hospital setting” was believed to 
be motivated by safety concerns (Liamputtong 2004:470; Muecke 1976; Whittaker 1999); and 
the “extra protection” afforded by doctors, “western medications, and modern equipment” 
(Liamputtong 2004:471). Within a biomedical view of childbirth, it is assumed that birthing is 
“a medical problem that can be handled only by medical professionals ...in a hospital setting”
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(Liamputtong 2004:470). Nevertheless, ‘trade-offs’ were found where “under a medicalised 
birth, women’s emotional needs and subjective experiences are ignored, and without the 
emotional support of ...family... the childbirth experience of many women becomes “a 
mechanical and intimidating process’” (Campero 1998 cited by Liamputtong 2004:473). 
Despite overwhelming evidence that birthing support from significant others ascribes numerous 
positive benefits (Table A2), many women in Thailand were denied such support in public 
hospital settings (Liamputtong 2004) and potentially, more broadly. Access inequalities to 
technologies and services were also documented (Liamputtong 2004; 2005).
As found elsewhere, institutional quality of care was sometimes suboptimal, dehumanised and 
disrespectful, especially for ethnic minority women, and/or lower social classes (Whittaker 
1996a). Women lacked adequate birthing information (cited in Liamputtong 2004:457), eg 
among a sample of Bangkokian women who had non-medically indicated caesareans, the self- 
reported major factor influencing this decision was the belief that it was safest for themselves 
and their babies, although 95% also asked for more information about various birth modes 
(Yusamran 2003).
Nevertheless, it was also noted that “women expressed their satisfaction with birthing care in 
terms of birth outcomes. As long as they could bring forth a healthy baby, they felt satisfied” 
(Liamputtong 2004:468). This phenomenon has been documented elsewhere, termed “the halo 
effect” (Simkin 1992). Liabsuetrakul et al. (2012) studied health system responsiveness in 
maternity care in Southern Thailand, and found positive views from >80% of their survey 
respondents. However, sample biases were acknowledged, respondents had all delivered in 
hospitals and were recruited there, while also noteworthy, women did not rank “choice of 
provider” high on the responsiveness scale (i.e. they did not perceive much choice of 
birthplace/attendant); additionally, ‘social support’ was not highly ranked (Liabsuetrakul et al 
2012). Measuring satisfaction with maternity services has proven difficult broadly, where it 
was frequently found this was affected by many factors including research methods and timing, 
and often “what is, must still be best”, i.e. without alternative concepts, care is generally 
‘acceptable’ (van Teijlingen et al 2003).
Numerous and specific RH and birth issues have been documented among women from 
minority groups including migrants, refugees and ethnic minorities. Key features are outlined in 
Table 2.5.
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Table 2.5: Documented Birth-Related and RH Issues and Experiences of Migrants,
Refugees and Women from Ethnic Minorities “Hilltribes” in Thailand
Key Findings References
1 . Numerous access barriers for migrants to 
reproductive/health services utilisation
(Belton 2005; Caouette et al 
2000; Hobstetter et al 2012; 
ILO & Muntarbhorn 2005; 
WCRWC 2006)
2. ‘Illegal’ status incurs various and numerous forms of 
‘violence’ and ‘rights abuses’ affecting healthcare seeking, 
including government, employer and workplace factors, 
healthcare factors, sexual violence, social isolation due to 
fears
(Belton 2005; Caouette et al 
2000; Hobstetter et al 2012; 
WCRWC 2006)
3. Economic disadvantage and language barriers prominent for 
migrants
(Caouette et al 2000) 
(Belton 2005)
4. High mortality rates among migrants, usually from treatable 
conditions, especially from maternal causes, malaria and 
workplace injuries
(Caouette et al 2000; 
Hobstetter et al 2012)
5. ■ High homebirth rates among migrants (TBA-assisted) 
and some refugee groups (TBA or TBA and midwife - 
assisted).
■ Birth-related complications a prevalent and serious 
health problem for migrants, for which some sought 
services at Thai public-health facilities but faced 
significant barriers and catastrophic costs.
(Caouette et al 2000) 
(Hobstetter et al 2012; 
WCRWC 2006)
6. Serious knowledge deficit among migrants with regard to 
sexual and reproductive health
(Belton 2005; Caouette et al 
2000; Hobstetter et al 2012)
7. In the case of unwanted pregnancies, unsafe abortion is 
widespread using various methods, and serious side-effects 
noted
(Belton 2005; Belton & 
Whittaker 2007; Caouette et 
al 2000; Hobstetter et al 
2012; WCRWC 2006)
8. Living conditions sub-standard especially water and 
sanitation issues, resulting in high prevalence of related 
health problems
(Caouette et al 2000; 
WCRWC 2006)
9. Significantly higher HIV rates among pregnant women than 
general Thailand rates
(Caouette et al 2000)
10. Poorer health outcomes compared with Thai nationals, for 
all three groups
(Belton 2005; Hobstetter et 
al 2012; WCRWC 2006)
11. Maternal, newborn and RH services more accessible for 
refugees in border camps, although access barriers 
recognised for some groups, including poor-quality of 
services
(Hobstetter et al 2012; 
Ishikawa et al 2002; 
WCRWC 2006)
12. Health services access problems in rural areas (WCRWC 2006)
13. Early marriage prevalent among refugees (WCRWC 2006)
14. Important to follow ‘traditional’ birth-related beliefs in 
order to acquire the necessary protection from sickness 
bestowed by spirits
(Sapcharoen 1998 [2541])
15. Barriers to seeing male doctors in pregnancy and birth (Sapcharoen 1998 [2541])
Summary
‘Safe motherhood’ (reducing maternal deaths), became prioritised in international 
‘development’ efforts since 1987. A large proportion of global maternal deaths occur in Asia, 
but along with generalised ‘development’ and industrialisation, MMRs in Thailand have 
declined dramatically from at least 1960. However, studies of other important birthing
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outcomes indicated overmedicalisation, and women experiencing maternity services that were 
lacking in key elements of quality and ‘humanised’ care (see Glossary for international 
definitions). Previous Thailand-based studies have included anthropological research 
documenting traditional practices, and modem-day birthing ethnographies have been undertaken 
where some attention has been given to the influence of local socio-political factors on women’s 
birthing expectations and experiences. To my knowledge, an analysis of broader transition 
processes within, and in relation to, other international historical and concurrent transitions has 
not been conducted.
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Chapter 3
Literature Review
Birthing Transitions: History, Society, Politics, Culture, 
Experiences and Evidence
Introduction
In order to explore the socio-political context of the birthing transition in Thailand, this Chapter 
presents a critical historical sociology of birthing transitions in industrialised countries (Section 
3.1), while also outlining some features of recent and/or ongoing transitions in industrialising 
contexts (Section 3.2). Following this, key components of international ‘Safe Motherhood’ and 
theoretical underpinnings are described, and strategy recommendations and debates are 
presented (3.3). The final section analyses evidence for optimal birthing care (3.4).
Two important constructs must be acknowledged at the outset. First, underlying this study is 
the premise that birthing is a significant experience for a woman, and it is important that 
experience is safe, healthy and positive. Birthing can be positively transformative or 
disempowering and traumatising. Second, quality reproductive care is a human right (see 
Glossary: RH). Foucault considered the right to health, asking whether “society [must] 
endeavour to satisfy by collective means the need for [individuals’] health? And can individuals 
legitimately demand satisfaction of health needs?” (Foucault 1994d). The WHO (1999; 2001a) 
considered safe motherhood (SM) a human rights issue. Cook & Dickens (2002) argued that 
“influential social institutions” (i.e. political, economic, religious and judicial) “disregard 
motherhood” while systematically discriminating against, and disregarding women. They 
contended that the overwhelming majority of maternal deaths occur because of “gender inequity 
and injustice to women” (Cook & Dickens 2002:81).
3.1 Birthing and Birthing Care: Industrialised-World Transitions
Using critical medical sociology this section presents an historical overview of birthing and care, 
including studies of early birthing up to the 20th century, with reference to diverse sources|g (see 
Table A1 in Appendix 1 for an early transition summary). Key socio-political factors shaping
|g Including artefacts, archives, historical documents, textbooks, publications, case-history diaries, 
popular literature and commentaries.
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birthing medicalisation are outlined, including philosophical and religious influences, the 
discrediting and subordination o f midwifery, the rise o f the man-midwife and his technical tools, 
the influence o f growing consumerism, birthing institutionalisation. Key features and 
determinants o f changing childbirth cultures, attitudes and beliefs, are also elucidated, along 
with descriptions o f birth environments, known or alleged behaviours, ‘midwifery’ and obstetric 
practices, and where available, women’s narratives.
The dearth o f documented history from/voices of, women and midwives has been recognised20, 
adding much obscurity to many complexities, instead, history generally tells a story o f “ great 
men and their discoveries... progress ...forward to enlightenment...”  (Amup et al 1990; 
Barclay 2008a; Eccles 1982:119; Jacyna 2006; Keller 2007). Conversely, Jacyna (2006:28-33) 
explored the notions o f “ making medical heroes”  and “ inventing medical tradition” , while 
Keller (2007:5) considered “ the making o f medical knowledge”  in common renderings of 
medical history, and argued the importance o f analysing the “ medical marketplace”  (Jenner & 
Wallis 2007), “ cultures o f medical practice”  and “ patient”  experiences. Further, Barclay 
(2008a:4) and others have recognised the limitations o f preconceived perceptions and biases o f 
history scholars, who have assumed the unequivocal benefit o f medical or other “ advances” . 
Keller (2007:18) cites Latour’s warning, that accepted “ matters o f fact”  are actually “ only very 
partial ... polemical, very political renderings” , and, their “ claim to reality”  needs to be 
strengthened. Therefore, 1 contend that a critical analysis o f the recorded history is imperative, 
keeping alert for ‘alternative truths’ .
Late 19th to Early 20th Century (cl870-cl945)
The Welfare Movement and “Scientific Motherhood”, Redefining Reproduction 
and Risk
A heightened public consciousness and problematising o f child welfare occurred at this time, 
initiating public-health and medical interventions21 (Mein Smith 1992; Peretz 1992). However, 
Lewis (1980) and others (Arnup 1990; Goodman 2007; Lewis 1990a; Loudon 1992; Marland 
1992; McCalman 2009; Oppenheimer 1983; Reiger 2006; Towler &  Bramall 1986), contended 
that policy decisions were often politically motivated22, reflected vested interests, and neglected 
women’s needs23. Women were largely considered inept at providing proper infant nutrition 
and care24, therefore, control over infant welfare (and subsequently reproduction) shifted from
20 Up until the later part o f the 20th century.
21 See also, Oppenheimer (1983), Mein Smith (1986), Apple (1987), Amup (1990), Lewis (1990a), Ladd- 
Taylor (1992), Marks (1992), Marland (1992), Barker (1998), McCalman (2009).
22 For example, in Canada, Oppenheimer (1983) and Arnup (1990) reported that national attention 
focused on child mortality because of large numbers o f m ilitary casualties occurring at the time.
23 There was minimal representation o f women, and where this was attained, it was given little attention.
24 Despite poverty, unhealthy environments and other challenging circumstances.
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mother to ‘expert’ professional, then to institutions25 (Apple 1987; Arnup 1990; Amup et al 
1990; Ladd-Taylor 1992; Lewis 1980; 1990a; Marks 1992; Oppenheimer 1983). Mothers were 
‘re-educated’ in their “moral responsibility”, and “scientific” infant care26 (Apple 1987; Amup 
1990; Ladd-Taylor 1992:123; Lewis 1980:19; 1990a; Marks 1992; Marland 1992:80-83), many 
messages undermining women’s confidence, while the real constraints (social determinants) 
within which they struggled were ignored (Apple 1987; Amup 1990; Tew 1998). Lewis 
(1980:16, 50) explained that clinical/services interventions were implemented because 
“...welfare was measured exclusively in terms of mortality...”, incurring a limited definition of 
well-being -  in terms of “discrete medical problems”, despite “strong evidence” against this, 
while broader morbidity issues27 were ignored28. She also inferred that policy-makers, to some 
degree “actually created the needs they [aimed] to meet”29 (Lewis 1980:21, 120; Mein Smith 
1986). ‘Interventions’ generally had little positive effect, as infant mortality fell universally 
(Barclay 2008a; Marland 1992), or remained stable (Fahy 2007), while some argued fertility- 
decline was a key influence50 (McCalman 2009; Reves 1985).
Emphasis moved to maternal mortality, but a parallel ‘redefinition’ occurred. Pregnancy was 
medicalised (Barker 1998; Cahill 2001; Mein Smith 1986; Schölten 1985), where Oakley 
(1984:1) argued antenatal care (ANC) was one example of “the medicalisation of health 
...welfare ...life itself’. Marks (1992), and Tew (1998:10) considered ANC’s role in being “[a] 
...medium for replacing the mother’s trust in the adequacy of her own physiology to achieve 
safe reproduction, by trust in the powers of obstetric management to achieve a superior 
outcome”. Scholars asserted that hospitals played a crucial role in redefinition, by “aligning 
normal parturition with ...confinement of the sick” (Cahill 2001; Hamilton 2011; Oakley 
1984:145), and the creation of discourses around women as patients, legitimised medically- 
dominated maternity care (Barker 1998; Oakley 1980:11; 1984:145). By moving births into 
“an institution ...solely designed for the treatment of disease and disorder”, birthing became 
associated with illness and pathology (Arms 1975:51; Cahill 2001; Lawrence 2006; Rothman 
1982; Schölten 1985). In Canada, tension occurred51 over the most effective measures for 
lowering maternal mortality -  hospitalisation versus general public-health, where it was 
reported the health department “supported doctors over ...nurses”, recommending “maximum” 
obstetrical intervention (Amup 1990; Oppenheimer 1983:52-53). Similar state support for
25 Concurrently providing convenient and lucrative ‘market’ opportunities eg in “patent foods”, and in 
medical services -  sub-specialist “job creation” (explained by Marland 1992:77, and Peretz 1992:258).
26 Often involving artificial/complementary feeding advice.
27 Related to factors that women were unable to change.
28 And later, once recognised, were considered ‘too hard’ to deal with.
29 Using the example of hospitalisation -  which, (as explained earlier), it was asserted (Lewis 
1980:21,120; Mein Smith 1986), women were led to believe was the “best form of care” thus demanded it. 
50 Subsequent to the gradually increasing popularity of modern birth control methods (Schölten 1985).
31 Around 1929.
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medicalisation occurred elsewhere (Fahy 2007; Hamilton 2011; Jacyna 2006; Lawrence 2006; 
Lewis 1980; Mein Smith 1986; Rothman 1982).
Hospitalisation, Antisepsis and Antibiotics
At this time, most births moved from homes/home-like settings into hospitals (Apple 1987; 
Lewis 1992; Loudon 1992; Marks 1992; Mein Smith 1986; Oppenheimer 1983; Rothman & 
Rothman 1987). According to David-Floyd (1987:482), the “ assembly-line”  became the 
template for obstetrics and hospital birth, as this was “ the template by which most o f the 
technological wonders o f modem society were being produced” . Women’s bodies became 
“ birthing machine[s]”  and “ skilled technicians work... to meet production ...demands...”  
(Davis-Floyd 1987:482; 1990). Others (Jacyna 2006:61), including women (Leavitt 1983) used 
the assembly-line analogy, while Cahill (2001:335) and Schwarz (1990) referred to 
“ engineering”  obstetrics, where labour “ mechanicity”  became a feature o f hospital deliveries 
(Davis-Floyd 1990:180). Negative effects o f rigid, restrictive hospital routines were noted12 
(Apple 1987:130; Arnup 1990; Hamilton 2011; Strong-Boag &  McPherson 1990).
The effect on maternal deaths rates o f new methods o f antisepsis (1880s), sulphonamides33, 
blood transfusion, and penicillin (c l944) is unequivocal, especially in relation to puerperal fever 
(Lewis 1992; Loudon 1992a; Mein Smith 1986; Strong-Boag &  McPherson 1990). However, 
international comparisons concluded the safest births were homebirths attended by “ well-trained 
midwives” , with competent medical backup when needed (Loudon 1992; 1992a:22; McCalman 
1998). In New Zealand (NZ), maternal mortality declined from the 1920s14, whereas in 
Australia, Lewis (1992) contended features o f the healthcare structure and maternity system 
delayed declines. Mein Smith (1986:118) concluded NZ’s decrease “ cannot be linked directly 
with the trend towards medical interventionist childbirth...” , while Lewis (1992:41) similarly 
concluded, “ neither the measures adopted by ...health authorities nor the development o f ANC 
and [birthing] hospitalisation ...had much effect...” . Historians identified the negative effect o f 
“ undue interference”  by time-pressured doctors, “ low level[s] o f medical knowledge and 
...inadequacy o f obstetric education”  (Leavitt 1983; Lewis 1992:31; Rothman &  Rothman 
1987).
More Factors Driving Hospital Transitions
When analysing the rise in hospitalisation (Eakins 1986; Leavitt 1986; Marks 1992; Rothman & 
Rothman 1987; Tew 1998), similar precipitating factors were found in Canada (Biggs 1983;
32 E.g women were ‘confined’ to bed for prolonged periods, schedules limited breastfeeding and mother- 
baby interaction, growing pressure was put on mothers to “mind your doctor”, and total trust was placed 
in the medical establishment.
33 Late 1930s.
34 Before pharmacological treatments were available.
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Oppenheimer 1983), the US (Wertz & Wertz 1989), UK (Towler & Bramall 1986), NZ (Mein 
Smith 1986) and Australia (Barclay 2008a; Fahy 2007). Beliefs about safety were a significant 
influence (Arms 1975; Cahill 2001; Lawrence 2006; Leavitt 1983; Rothman & Rothman 1987; 
Temkin 1999), where hospital birth was assumed “safer” (Schölten 1985; Wertz & Wertz 
1989:133). Schölten (1985:109) reported “alarm” among US government agencies, due to 
embarrassingly high maternal deaths, and declining fertility. Motherhood became associated 
with “the war effort” (Temkin 1999:587), a baby boom ensued, and state-funded hospitalisation 
skyrocketed for “suitcase wives” near military bases (Lawrence 2006).
According to Tew (1998:10), in order to ensure hospitalisation, “the overriding need was to 
propagate the belief that birth was essentially dangerous and only under obstetric control could 
[that] be reduced”. It was asserted there was never any evidence to support the move from 
home to hospitals, it occurred instead because of a belief in medical powers (Cahill 2001; 
Wagner 1994). Others acknowledged the establishment of obstetric “authoritative knowledge” 
(Davis-Floyd 1990; Goodman 2007; Leavitt 1987), “disciplinary power” (Jacyna 2006), and the 
power of biomedical rhetoric (Barker 1998). A Cochrane review cited by Buckley (2005:230), 
stated there was “no evidence either way” on the safety of home versus hospital pre-transition, 
where Tew (1998) contended no-one tested the obstetric claim that hospitalisation was the 
causal factor in coincidentally reducing mortality.
Obstetric “developments”33 were all assumed beneficial, strengthening “doctors’ claims” of 
expertise (Biggs 1983). Coincidental improvements in medicine (eg immunisation), changed 
attitudes, where the “interventionist” approach prevailed (Biggs 1983:31). Bynum (2006:211) 
discussed the contested establishment of medical monopolies asserting the developing 
liberalism “furthered the ...assumption that professional groups possess ...esoteric knowledge 
and altruistic ...behaviour”. Treichler (1989:427), while studying medical discourses, 
distinguished between birthing medicalisation and the monopolisation of professional authority, 
resources and “linguistic capital -  the power to establish and enforce a particular definition of 
childbirth.” Borst (cited in Buechler 1996:610) asserted midwives failed to “lay claim to a 
unique body of knowledge, nor did they participate in the ...scientific approach, which was 
increasingly attractive to middle-class women”.
Birthing was hospitalised in Canada during the 1850s-1940s, in a similar manner as elsewhere 
(Oppenheimer 1983:40). Several key changes influenced this -  the development of lying-in 
hospitals for single mothers (Levesque 1984); the outlawing of non-medical/professional 
midwifery; the increasing prevalence of doctor-attended births; and the increasing awareness of 
high reproductive mortalities, causing public outcry (Oppenheimer 1983:40, 42, 44). Women
35 Eg anaesthesia, forceps and later antiseptics and Caesarean section -  including a ‘mystification’ around 
forceps (Biggs 1983:32).
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were “invited” to hospitals so they could be instructed in baby and self-care (Oppenheimer 
1983:48).
Tew (1998:9) and others (Leavitt 1983; Oppenheimer 1983), contended that although initially 
medical services36 could have been offered at home, it was more convenient and efficient for 
doctors to be hospital-based. Likewise, Marks (1992) asserted that despite lower maternal 
mortality for homebirths, attending was inconvenient for medical and midwifery students, and 
urban housing was poor. Similarly, Wolf (citing others 2001:145), observed the “time is 
money” effect of a “for-profit system”. ‘Romantic notions’ of safety afforded by technology 
contributed to hospitalisation (Leavitt 1983; Temkin 1999):
“When, after 1950, the range of interventions, surgical, pharmacological and electronic, 
proliferated and required the use of expensive technological equipment the only place 
they could be carried out was the obstetric hospital. ...[Obstetricians] redefined 
normality in pregnancy and labour to justify the widespread practice of antenatal, 
intranatal and postnatal interventions, so that the need, as they perceived it, for most 
births to take place in hospital became inevitable. And since obstetricians... could 
never predict with accuracy when a complication would arise, the sensible precaution 
was to ...ensure ...all births ...take place in ...hospital” (Tew 1998:9-10).
A desire for birthing ‘efficiency’ was also described, where it was asserted (Davis-Floyd 1990; 
Leavitt 1983:298) obstetric efforts were made to reduce birth “to predictable patterns”, 
believing “that what is predictable is ...safe[r] than what is not...” (Arms 1975:53). The Wertz 
& Wertz research (1989:133) found that a major factor in birthing hospitalisation was that 
“women and doctors found hospital birth more efficient...” for achieving their objectives. 
Fathers also lauded the “new” birthing -  “the easy, painless, streamlined way” (Leavitt 
1983:298). Popular thought concluded that pain served no useful function (Caton et al 2002).
Social class and gender were believed key issues in the establishment of medical authority in 
Australian healthcare, as elsewhere (Barclay 2008a; Fahy 2007; Willis 1989a). Barclay (2008a) 
and others (Fahy 2007; Lewis 1992; Summers 1998; Willis 1989a) argued that highly respected 
independently practicing midwives were perceived a threat to GPs’ authority and incomes, 
while the development of nursing and/or licensing of midwifery faced opposition from 
physicians on the same grounds. Autonomous midwifery was subsumed into nursing becoming 
hospital-based, whereby “the midwife became the obstetrical nurse ...subject to ‘medical 
dominance’ and nursing controls” (Barclay 2008a:6; Fahy 2007; Summers 1998; Willis 1989a), 
the same occurring in the US (Rothman & Rothman 1987). Subsequently, hospitalisation 
occurred in part, because there were eventually no more community-based midwives (Fahy 
2007; Summers 1998). In both the US and NZ, birthing was categorised as pathological, 
advantaging the medical establishment (Mein Smith 1986). Similar methods were used to 
induce change, “social reform in the 1920s allowed doctors... to develop a strategy for the
36 Instruments and anaesthesia.
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professionalisation of midwifery, which would allow them to assume ...superiority...” (Mein 
Smith 1986:119). Mein Smith (1986:119) described how “egalitarianism ...reinforced 
...medicalisation...” where women’s organisations campaigned for state-funded hospital births 
believing “the medical argument” in support of hospitalisation -  that medical care was superior, 
and asserting all women had the right to it. However, a hidden political agenda was described, 
the belief that “substantial pain relief... by removing women’s fears... would promote an 
increase in the birth rate...” (Mein Smith 1986:119).
Was Hospital Birthing Safer?
In the preface to her groundbreaking publication, a research statistician Tew (1998:vii) stated:
“In all industrialised countries, the last 50 years have seen both a momentous 
improvement in the safety of childbirth and the completion of a momentous revolution 
in maternity care, with the philosophy and methods of the obstetric profession 
triumphant. ...The story of how these changes came about ...is a story urgently in need 
of telling, for the subject is one about which there is almost universal misunderstanding. 
Far from being a record of conquering idealism, the realisation of an advance in human 
welfare through the application of scientific knowledge to improve the natural [birth] 
process... by an altruistic profession with good reason to believe in the rightness of its 
methods, it turns out to be a record of the successful denial and concealment of 
extensive and unanimous evidence that obstetric intervention only rarely improves the 
natural process. ...Evidence is found in the ...analyses of ...actual results... which 
show consistently that birth is ...safer, the less it... is interfered with...”
Many researchers have rejected the common assumption regarding the contribution of obstetric 
interventions to reducing mortality (Barker 1998; Cahill 2001; Loudon 1986; 1992; Strong- 
Boag & McPherson 1990; Tew 1998:33-37). Analyses indicated that maternal death rates 
increased, were comparatively higher, and/or remained static once births came under medical 
control, and/or were hospitalised (Devitt 1977; Lewis 1990a; Loudon 1986; Marland 1992; 
McLaren & McLaren 1984-85; Oppenheimer 1983; Rothman & Rothman 1987; Schlenzka 
1999; Strong-Boag & McPherson 1990). In Canada, when birthplace comparisons were made, 
hospital maternal death rates were nearly double homebirths (Oppenheimer 1983), and analysis 
of causes of deaths indicated “there was no significant reduction in any one area that could be 
associated with hospitalisation” (Oppenheimer 1983:55). Hospital births were found associated 
with considerably higher sepsis rates -  the main factor in hospital deaths (Oppenheimer 1983). 
“Medical interference” was associated with nearly four-fold higher deaths in “doctor- 
controlled” births, as opposed to “natural...” births (Oppenheimer 1983:54). Urban women 
who died had experienced double the caesareans compared with demised rural women 
(Oppenheimer 1983).
However, Oppenheimer (1983) noted that hospitalisation and medical antenatal surveillance 
continued to be recommended, were promoted by legislation, and the health system. After 25 
years of stagnant maternal mortality rates, the eventual reduction (late 1930s) was believed
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related to “changes made in birthing techniques, not location” (Oppenheimer 1983:55). 
Additionally, improved general health and well-being were related to mortality decline 
(Oppenheimer 1983:36). The ‘just-in-case’ mentality had begun in Canada by the 1940s, where 
the perceived ‘advantages’ of equipment availability in hospitals were a determinant of 
hospitalisation (Oppenheimer 1983:54). Analyses concluded the observed association between 
decreasing mortality and increasing hospitalisation may have been coincidental (Cahill 2001; 
Oppenheimer 1983; Schlenzka 1999). Additionally, Tew (1990:263) analysed UK perinatal 
mortality and hospitalisation data (1969-1981), concluding “...the increase in hospitalisation 
slowed down the already observable decline in perinatal mortality” (see Section 3.4.1).
By the 1930s, it was realised in the US that the new “streamlined” hospital birthing under 
specialists with high anaesthesia rates (Schölten 1985) and operative intervention, may have 
made birthing more comfortable, but had not made birthing safer, as was hoped and assumed, 
since maternal mortality remained high (Leavitt 1983:299; McMillen 1990). In the Eastern US, 
hospital birth encouraged interference “regardless of real indications -  ‘prophylactic 
forceps’...”, and ready access to anaesthesia was correlated with instrumental births and static 
mortality (Leavitt 1983; Rothman & Rothman 1987:208). In Philadelphia, “56% of preventable 
maternal deaths could be blamed on physician errors of judgement and technique” (Leavitt 
1983:300). Other advantages of homebirth were noted -  the absence of “virulent organisms”, 
and the separation from potentially infective patients and attendants (McMillen 1990; Rothman 
& Rothman 1987:208). Many historical data, indicated with hospitalisation, nosocomial 
infections increased, requiring subsequent medical treatment, thus began a cycle of intervention, 
complications and treatment (Wagner 1994). However, there was inadequate realisation that to 
a large extent, this was a result of birthing hospitalisation and medicalisation (Wagner 
1994:214). There was also little realisation of anaesthetics usage side-effects (Wagner 1994).
Leavitt (1983; 1986:4) argued that prior to hospitalisation, women were “active agents of 
change”, and retained power in the home, despite the introduction of technologies and 
attendance by medical men -  they still exercised some choices. Aspects of women’s agency 
changed substantially, where, Leavitt (1986:10-11) stated “...women [wanted] to make birth 
safer, more comfortable, or more meaningful...”. While a visiting physician held a monopoly 
over technologies, he often had little experience, and the women present maintained some 
authority on the basis of “female traditions”, thus negotiations occurred, and the “patient” was 
under no obligation to comply (Leavitt 1983:294; 1986). However, post-hospitalisation, 
physicians, armed with a stronger profession and increasing practical training, gained power. 
Women lost their autonomy and decision-making power (Lewis 1990a), and Leavitt (1986:5) 
asserted the quest to regain control, continues today. Birth changed from a woman-centred 
home event to a hospital-centred medical event. The change process reflected the needs women
felt to modernise and to control their experiences (Leavitt 1986:5). Subsequently, most women
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deliver in hospitals under conditions dictated by others (Leavitt 1986), where Leavitt (1983:297) 
concluded “women gave up some kinds of control for others because ...the benefits seemed 
more important”. It was also argued that separation from domestic tasks and worries enabled 
some women a reprieve while hospitalised (Davis-Floyd 1987; Marks 1992; Wertz & Wertz 
1989).
Wolf (2001:6) asserted obstetrics “too often produces a birth experience that is unnecessarily 
physically and psychologically harmful to ...women... even according to its own standards...”. 
Tew (1998:37) speculated on the failure of obstetrics to ‘improve on nature’ stating that 
“ ...obstetricians’ interventions concentrate on the physical and biochemical processes of birth 
and neglect the no less essential emotional processes, the function and effect of which they 
undervalue. [They] ...undervalue them because emotional processes fall outside their sphere of 
expertise and acknowledgement of them would impede rather than facilitate implementation of 
their theories”. Additionally, Wagner (1994:213) described some impacts of hospitalisation 
upon newborns -  the common practice for babies to be “taken away”, where “nursing care” for 
newborns was developed, followed by the increasing popularity of formula-feeding, believed 
superior. New technologies were developed and established in neonatal intensive care units.
In Australia (1900-1940), despite the increase in medically-managed births, there was “no 
significant reduction in maternal mortality”, thought due to inadequate education, and the 
“precipitate ...use of risky surgical procedures” (Barclay 2008a:6; Willis 1989a). Nevertheless, 
“midwives continued to be blamed for excessive ...mortality until it was no longer possible to 
do so because doctors were confining [most] women...” (Barclay 2008a:6). Lewis (1992:40- 
41) concurred, arguing that subsequent to intense political battles, a private practice maternity 
system was government supported, resulting in “poor obstetrics”, “excessive interference”37, 
and “improper use of forceps”, undermining efforts to reduce mortality and morbidity. As 
elsewhere, “the ...affluent middle-class [doctor-attended] woman ran a greater risk of infection 
than ...the poorer woman attended by the midwife” (Barclay 2008a:6). In spite of increasing 
hospitalisation, there was “little impact” on maternal mortality38 (Lewis 1992:42). However, 
increased medical surveillance (ANC) was believed crucial for “preventive obstetrics” (Lewis 
1992:41-42). Lewis (1992) and Barclay (2008a) noted the limitations on women’s care options, 
leading to the disappearance of homebirth. By 1950, most industrialised-country births 
occurred in hospitals39.
37 Including non-medically indicated caesarean sections.
38 Prior to the introduction of sulpha drugs.
39 Excluding the Netherlands.
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20lh Century (cl945-): Birthing Technologies, Disillusionment, Negotiation and 
Resistance
Following the successful redefinition of birthing and the creation of demand and supply for 
mass hospitalisation, this period was characterised by widespread and rapid uptake of new 
technologies, including ANC, diagnostic and monitoring mechanisms, and ultimately, 
burgeoning rates of induction, caesareans and other reproductive interventions40 (Anderson & 
Lomas 1984; Dahlen 2010; Declercq et al 2011; Hamilton 2011; Kitzinger 2011a; Oakley 1980; 
1984; Schwarz 1990; Young 1983). The silencing of women (Treichler 1989), and the 
subordination of women’s “needs and interests” (Rothman 1986) continued.
The New Birthing Rituals and Technologies
O’Connor (2006:111) and others (Cahill 2001; Hardy & Tansey 2006; Oakley 1980; Rothman 
1982) discussed the construction of risk, the exclusive authority of medicine to define normal 
and abnormal (Schwarz 1990), and contended that “active management [of labour] defined all 
women as being at risk”, while new invasive screening tools enabled notional constructions of 
“norms” and “risk”, upon which new “management” and interventions were needed. Women 
were subjected to high-risk experimentation during scientific discovery (Oakley 1984), and the 
new “gaze” brought about by the increased use of fetal monitoring, facilitated fetocentrism41 
(Kitzinger 1978; McBride 1982; O'Connor 2006; Rothman 1989; 2006; Schwarz 1990). 
However, ‘mystification’ surrounding interventions, meant women were often convinced they 
were needed ‘for the baby’s safety’ (Kitzinger 201 la), and became willing, often, to sacrifice 
their own emotional security, comfort, and autonomy.
Rituals and birth rites have traditionally held symbolic significance globally, however, many 
have argued the now prevalent technocratic birth culture has brought about the demise of social 
aspects (Hardy & Tansey 2006; Kitzinger 1978; Kitzinger 2005; Leavitt 1983; Rothman 1982). 
Birth in industrialised societies became routinely “managed by professionals who depend on 
machines to read, diagnose and regulate...” (Kitzinger 2005:2), while increasingly subordinate 
to medical authority (Davis-Floyd et al 2001; Oakley 1980; Richardson 1993). The role of the 
‘midwife’ became that of “machine-minder” or “technological handmaiden” (Hardy & Tansey 
2006; Robinson 1990; Rothman 1982; Towler & Bramall 1986:259-260). Women’s 
experiential knowledge was de-legitimised by a ‘medical diagnosis’ of pregnancy (Barker 1998; 
Oakley 1980); the re-classification of a pregnant woman as a “patient”, moulds her into the 
expected role; and these allow “preventative” interference (Arms 1975; Kitzinger 1978; 
Kitzinger 2005:2; Rothman 1982; 1986; Schwarz 1990).
40 Such as amniocentesis, augmentation of labour, fetal monitoring, ultrasound, amniotomy, analgesia and 
anaesthesia, episiotomy.
41 Fetal rights take precedence over those of the mother.
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Midwifery was outlawed in Canada and many US states for much of this period, and in the US 
remains marginalised, “safe only under medical management” (Goodman 2007; O'Connor 
2006:117; Robinson 1990; Schwarz 1990). By the 1960s, breastfeeding42 had declined to 
around 25% on discharge43 (Richter 2001:47; Towler & Bramall 1986:268), resulting from a 
combination of aggressive corporate marketing of formula co-opting the medical professions 
(Palmer 1993; Richter 2001), propaganda on breastmilk deficiencies, infant feeding 
‘scientification’, popular beliefs asserting the delicate nature of well-bred women (Palmer 1993), 
and numerous hospital practices (Kroeger & Smith 2004; Palmer 1993). Later, formerly 
colonised and other non-western countries became the target of these marketing campaigns 
through commercial and charitable channels44 (Palmer 1993), and widespread practice changes 
occurred there, causing a public outcry in the west (Hardy & Tansey 2006; Manderson 1984; 
Richter 2001). A wider recognition of global inequalities in maternal mortality also developed43 
(Cohen 1987; Starrs 1987), and this was perceived as adequate justification to export the 
“biomedicalising project” (Rothman 2006:329).
The Feminist Health and Maternity Reform Movements: Debates, Dilemmas and 
Negotiations
From the 1970s, western feminists debated issues around new technologies and women’s 
reproductive bodies46 (Richardson 1993). Treichler (1989) asserted there were tensions between 
‘western feminist interpretations of birth and the biomedical view’. However, this assumes a 
singular “feminist” position, an assertion contested by Richardson (1993), and a body of 
literature discusses various feminist theories (eg Davis & Walker (2010) on theories of 
embodiment from masculinist Cartesian philosophies to post-modern feminism). In contrast 
with earlier perceptions of the emancipation of women from childbirth sufferings through 
modem anaesthesias, some now contested the oppression of women through the imposition of 
medical control over birth, considered depersonalising and disempowering (Crouch & 
Manderson 1993; Oakley 1980). Others argued for every woman’s right to obtain as much 
technology as desired, as a matter of “choice” (Rothman 2006). Some challenged the 
patriarchal social and political structures determining the nature of women’s social roles, work, 
reproduction and choice (Crouch & Manderson 1993; Richardson 1993; Rothman 1982; 1986;
42 Duration and initiation.
43 In the US and UK.
44 le milk donations for a mythical “protein deficiency”.
43 Recognising that around 99% of maternal deaths occur in the nonindustrialised world -  later cross­
national inequalities were also acknowledged.
46 Over issues such as choice and control in fertility, reproduction and birthing. On the one hand, there 
are those arguing for choice in all circumstances, while others consider absolute choices are not possible 
for all women, but that choices will necessarily be constrained by factors such as financial capacities, 
cultural norms and expectations, legal frameworks and legislation.
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Scully 1994), while others argued a “ matemalist perspective” 47 (Reiger 1988; Reiger 2001; 
Richardson 1993). Some feminists lauded new found freedoms from reproduction afforded by 
contraception, while fertility control as “ control over”  (Clarke et al 2003:182) one’s body was 
also interpreted as subjugating the female, and thus reinforcing masculinist constructions o f 
male superiority. The “ naturalists”  were criticised for ‘ romanticising’ certain birth methods and 
inducing women to feel inferior i f  they could not birth accordingly (Crouch &  Manderson 1993; 
W olf 2001:183). Critics considered “ alternative”  practices “ no more holistic”  than medical 
practice, asserting they employed an “ extended mechanical”  approach, and were also 
“ prescriptive”  (Crouch &  Manderson 1993:54, 88). Davis-Floyd (1990:187) asserted that core 
value systems were questioned in “ the current challenges to the conceptual hegemony o f the 
technological [birth] model” .
Masculine and feminine ‘doctor/patient’ roles were found to reinforce hierarchical relationships, 
and the increased used o f technologies further increased “ asymmetry”  (Danziger 1986:119). 
Danziger (1986:138) examined the “ sacredness”  bestowed upon biomedical knowledge and 
authority, concluding “ both professional social control manoeuvres and gender dynamics 
reinforce the conception that the childbearing woman is in need o f the doctor’s protective 
guidance and comfort in order to [achieve successful motherhood]” . Similarly, Lazarus (1990) 
found that class, race and gender differences magnified an asymmetrical doctor-patient 
relationship and poor care resulted. Hopper (1979:238-239) argued that demand for midwives 
increased among consumers influenced by the women’s movement.
Organised Responses
From the 1950s, the voices o f women, midwives, and researchers were raised on reproductive 
issues (Crouch & Manderson 1993; Jenkins & Inhom 2003), and various non-interventionist 
‘movements’ began (Hardy &  Tansey 2006), with the aim o f promoting ‘humanised’ birth and 
birthing rights (Goer 2004; Reiger 2001). Leavitt (1983:302) asserted:
“ The 18lh century woman felt vulnerable to death and debility despite the strength she 
derived from her friends; the 20lh century woman felt vulnerable to the institutional 
routine despite the strength she derived from encouraging maternal mortality statistics. 
Neither woman had what she knew she needed ...physicians could not achieve the 
safety ...they ...promised... women’s [birthing] experiences were not significantly 
enhanced by ...medicine.”
A woman’s right to be fully-informed48 was asserted, where the “ imposition”  o f “ obstetric w ill”  
was no longer accepted (Leavitt 1983; McBride 1982; Towler &  Bramall 1986:292). Medically
7 For example, the need to reconcile “the right of women to full participation in public life, especially 
economic independence, with the responsibilities arising from their unique reproductive role, especially 
lactation” (Reiger, 2001:5).
48 Informed choice, later, informed consent, informed decision-making and/or informed refusal.
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established definitions of “normaf’ were contested (see 3.4.3). Gradually, ‘alternative’ options 
for non-‘consultant-managed’ births have developed (see Table A2). A lack of appropriate, 
equitable and accountable maternal healthcare in the USA, resulting in high and increasing rates 
of maternal deaths, and comparatively high infant mortality (MacDorman et al 2002), has been 
publicised (Amnesty International 2010), yet midwives attend only a very small proportion of 
births, and most are in hospitals (Declercq 1992).
Modem exposes have highlighted control and power issues in pregnancy and birth, the 
questionable evidence on which medicalisation was founded, economic and other agendas in 
maternity services, and the mismatch with women’s needs (Arms 1975; Eakins 1986; Epstein 
2007; Haire 1972; McBride 1982; Oakley 1984; Odent 2006; Perkins 2004; Rothman 1982; 
1989; Scully 1994; Wagner 1994; Wolf 2001). The “medical-industrial complex” was 
recognised, “industrial, corporate, and commercial models of organisation” in medical care 
(Perkins 2004:1-2). Assumptions about medical care were challenged -  how the use of medical 
procedures became pervasive (despite a lack of evidence) (Cahill 2001; Perkins 2004:2-3). 
Rothman (1982:81) stated there is a need to conceptualise women’s birthing experiences in 
terms of pain “in order to justify medical control”, but it was found that pain relief did not 
necessarily improve the experience (Hamilton 2011). Scully (1994) analysed in detail the 
modem (and historical roots of) the (mis)education of obstetrician-gynaecologists, where she 
argued poor women’s bodies were the object on which “medical men’ experiment with new 
technologies, in order to further their ambitions. She also contended that the monopolised 
healthcare system and its entrenched political structures, enable effective social control by 
defence of “self-regulated” powerful medical institutions.
Political action occurred through the development and responses of various groups. Consumer 
groups49, aimed to prepare and inform women so they could birth with knowledge and without 
fear (Kitzinger 1990). Later, they educated professionals with the same principles"0 , 
contradicting popular thought that labour was an “ordeal” that “had no value as an experience in 
itself...” (Kitzinger 1990:96). The public defined birth as “primitive” requiring medical 
intervention to “sanitise” it in “ ...ritual purification...” (Kitzinger 1990:97). Kitzinger (1990) 
contended only doctors’ and midwives’ views were legitimate, so consumer organisations 
worked to change women’s expectations, while also involving fathers in birth (Crouch & 
Manderson 1993; Odent 2006; Rothman 1982).
40 The National Childbirth Trust (NCT), set up in the UK in 1956, at the time named the Natural 
Childbirth Association.
50 Utilising Grantly Dick Read’s painless birthing theories and Lamaze’s ‘prepared birth’ techniques.
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Similarly, organisations51, promoted the importance o f encouragement, believing this absent in 
the prevailing birthing environments (Rothman 1982). Many ideas opposed contemporary 
medical advice, but organisations sought to reinstate women’s own knowledge as valid, thus 
challenging medical authority (Rothman 1982). Rothman (1982:109-110) and others (Hopper 
1979) asserted the women’s movement legitimised women’s wishes, and brought a “ feminist 
consciousness”  to demystifying medicine, by awareness o f its limitations. LeBoyer and Odent 
also significantly influenced birthing philosophies (Towler &  Bramall 1986). While Hopper 
(1979) concluded women sacrificed their care needs in the process o f hospitalisation and 
medicalisation, in exchange for increased chances o f survival. I argue these goals are not 
mutually exclusive -  women’s needs can be well met in a birthing system that enables low 
mortality and morbidity.
Maternity Systems, Midwifery Renaissance and Free-Birthing
Jordan & Davis-Floyd (1993:121-146) argued that “ scientific evidence”  was not the major 
factor inciting change in the “ ...structure o f childbirth systems” , “ but ...adjustments in the 
social, intellectual, and political structures”  within which these systems are articulated. De 
Vries et al. (2004) argued the importance o f culture for shaping maternity policy, thus structural 
design, noting vastly different values underpinning maternity policy in diverse settings52. 
Attempts have been made to de-medicalise birth in western countries, but have often been 
subject to political interferences, and have not always managed to achieve more options, better 
services and care (Crouch &  Manderson 1993; Towler & Bramall 1986). Evidence abounds o f 
limitations on women’s choices and a continuing medical monopoly (Treichler 1989). 
Hospitalisation has largely been enforced by health authorities through the elimination o f 
privately-practising midwives, yet demand for, and out-of-hospital births53 have increased in 
many contexts (Section 3.4.2). Doula use has increased (Dahlen et al 2011; Kitzinger 2005), 
and unassisted or ‘ free-birthing04 (Dahlen et al 2011:49; Gosline 2007; O'Connor 2006), where 
researchers concluded, “ when medicalised hospital services do not meet a woman’s emotional 
or social needs or their basic human rights ...women w ill avoid the[m]” .
Many negotiations are apparent, eg the influence o f economic pressures and ideologies on 
maternity care (Reiger 2006; Rothman 1989; Treichler 1989). Davis-Floyd et al. (2001:114) 
and Robinson (1990) examined midwifery negotiations “ within structures o f power”  globally, 
and “ between domains o f knowledge” . Begley (1999) noted the diminishing role o f midwives 
since increasing medicalisation. Midwifery practice in Canada, since legalisation in 1994, was
51 For example, the La Leche League, a voluntary breastfeeding organisation, established in the mid- 
1950s.
'2 The Netherlands, Finland, the US and the UK.
53 Along with care from “ lay-midwives” .
54 In the USA, Australia, and possibly Ireland.
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shaped by many factors including women’s expectations (MacDonald 2001). MacDonald 
(2001:245) studied women’s agency in their relationships with medical technology and 
midwifery, finding their actions were directed by pragmatic decisions, thus rejecting assertions 
that women oppose technology, or are oppressed by it. Dahlen (2010) asserted risk-aversion 
and increasing belief in technology have eroded the Netherlands’ former birthing culture where 
homebirths were around 30%.
Summary
This analysis of birthing transitions indicates that female midwifery care, provided in home- 
settings for most births, transitioned through various challenges in diverse contexts, but 
remained dominant and fairly consistent until the late 18th century. Birthing and reproduction, 
while inherently social, became politicised in the European world from the 13th century, 
whereupon, it was asserted, the existence of this traditionally female territory and its esoteric 
knowledge, challenged the authority of emerging and subsequent patriarchal institutions, and as 
such, was subjugated. Following this, key features of birthing culture, ecology55 and practices 
became subject to other significant political and social influences, gradually diffusing into 
popular culture, which I assert, were the central factors drastically changing the landscape of 
birth to that dominating in the 20th century. As it transpired from these historical contexts, 
childbirth in the industrialised-world became industrialised, being largely institutionalised and 
‘technologised’ under ‘male’ medical control, although challenges to this hegemony emerged. I 
contend that any analysis of birthing transitions must account for the socio-political contexts 
within which they occur. One could argue, that since >53% of births in Asia and Africa (in 
2010) still occurred in home-settings, with or without female assistance and support56 (UNICEF 
2012), as yet the long arm of globalisation has not reduced birth to a “monolithic” biomedical 
model (Jordan cited in Van Hollen 2003:115).
Forbes noted (1966:viii), “...birth... has ever aroused the imagination”. First, the church sought 
to confine long-practised female ‘medicine’ and midwifery. Second, following diminishing 
ecclesiastical power, the state, fearful of these women’s inherent and potential power, actively 
discredited and eradicated them. Subsequently, ideas of philosophy and later science, 
propagated the notions of mechanistic bodies and masculine supremacy, thus relegating women 
to their reproductive bodies, which were to become the objects on which new discoveries could 
be made, and technologies experimented. The female body became the site of struggle, the
55 In this thesis the term birthing ‘ecology’ encompasses not only the physical setting or birthplace but the 
broader environmental elements and surroundings and the interactions between entities i.e. what attitudes, 
actions and behaviours are facilitated in those spaces (Jordan 1997; Walsh 2007a).
56 Delivery care coverage/Institutional delivery rates (pi 19) and Annual number of births (p91) indicate 
that around 92% (n=6,990,000) of the world’s estimated total births in 2010 (N=7,614,000) occurred in 
Asia and Africa where it was estimated that around 59% and 48% of births respectively, occurred in 
institutions. However, these figures are likely to be overestimates due to the fact that many births go 
unregistered in such settings.
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subject of male ‘scientific’ interest, the object of “gaze” and paternalistic pity, and birthing 
became a marketplace of opportunity. It became necessary to convince the populace of the pre­
eminence of science; the superiority of masculine skills, knowledge and later technologies; as 
exemplified in the man-midwife. Despite obvious disadvantage, midwifery threatened 
supremacy, thus had to be subordinated.
Other key social and political factors influencing birthing during the industrialising ages 
included the growing fascination with scientific discoveries, increasing consumerism, capitalism 
and industrialisation, urbanisation, the discovery of pathogens and the emergence of risk 
discourses, public-health and state welfare. It was found that the social aspects of birthing, 
including female midwifery care and support, gradually lessened, as the medical and 
technological aspects assumed prominence under specific political conditions. Women’s voices 
were largely silenced in the construction of a certain history. This socio-political analysis of 
historical events and ideological struggles, provides evidence of a “technological model of 
reality” (Davis-Floyd 1990) through which the female body was reconstructed, reinterpreted, 
and embodied, and in which, I would argue, it still largely exists, though not uncontested, in the 
modern-day. Section 3.2 analyses how technological birthing cultures are globalising in the 
colonial and post-colonial modern-day.
3.2 Industrialising-World Birthing Transitions: Birthing Medicalisation and 
Determinants
This section outlines changes to Indigenous birthing systems in various ‘resource-poor’ and 
middle-income countries, overviews some determinants, and considers ‘alternative’57 outcomes. 
Studies of supposed determinants in industrialised-world maternal mortality declines, have been 
used to inform strategies for the developing-world (Table 3.3.1), while others have documented 
the diffusion of a western biomedical birthing model in a ‘globalised’ age (Hillier 2003; Van 
Hollen 2003). While it is undeniable that obstetric interventions when used appropriately, can 
be life-saving, with the advent of ‘evidence-based medicine’, researchers have examined 
assumptions about ‘unequivocal benefits’ of obstetric services, and evidence for commonly- 
practiced interventions has been found lacking (see Section 3.4). Yet dehumanising obstetric 
practices and potentially harmful overuse, have been propagated in non-western countries 
(Hassan-Bitar & Wick 2007; Lukere & Jolly 2002) including Thailand (Table 2.2), and 
developing-world birth has become increasingly medicalised and technocratic (Kitzinger 2005) 
(see Table 3.2.1).
Studies of reproduction in non-western countries include anthropological ethnographies on 
‘coming of age’ ceremonies, initiation/rites-of-passage, including birthing rituals and childcare
Besides those commonly assumed.
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practices58. Population-level analyses of epidemiological and demographic outcomes are 
supplemented by sociological studies analysing the adoption of, or resistance to biomedical 
illness/birthing models, in view of broader political, cultural, environmental and societal 
changes at micro, meso or macro levels. For example, Conrad (1992), while examining the rise 
of western illnesses in non-western countries, considered the “export” of “western medicalised 
concepts... the degree to which and under what conditions they are adopted... the impact and 
meaning they have in other cultures.” He acknowledged the role of corporate interests in 
medicalisation, specifically, the “medicalisation of infant feeding” by formula manufacturers 
(Van Esterik cited by Conrad 1992:227). While it was acknowledged that modernisation and 
‘development’ bring change, Jordan & Davis-Floyd (1993:128) questioned whether change is 
always in the “best interests” of the populations experiencing it. In their seminal comparative 
work, they argued the “western medicalised model of birth has... provided the only legitimate 
blueprint for [birthing] change...” (Jordan & Davis-Floyd 1993:128).
Substantial reductions in infant mortality have occurred in Brazil -  largely attributed to 
improvements in socio-economic conditions, demographic changes, a higher prevalence of 
breastfeeding, increased reach of health promotion programs, and basic healthcare. However, 
since 1970, caesarean rates have risen sharply and are excessive515, MMRs are “still 
unacceptably high” appearing stable since 199660, while severe obstetric morbidity (near-miss) 
rates were four times those of developed countries and obstetric complications are a leading 
cause of hospital admission for WRA (cited in Victora et al 2011:1866). Additionally, despite 
more obstetric interventions the decline in neonatal mortality has been less than for postneonatal 
mortality, and rates of preterm birth have increased to problematic levels, therefore the role of 
increasing interventions has been debated (Victora et al 2011). Table 3.2.1 presents some 
findings on global medicalisation:
Table 3.2.1: The Proliferation of Reproductive Technologies and Obstetric 
Interventions in the Industrialising-World___________________________
Feature References
■ Perceptions of the superiority of biomedical birth 
technologies, interventions and apparatuses.
(Donner 2003; Feng et al 2012; 
Maupin 2008; Tang et al 2006; 
Waxman 1990)
■ Expectations of, and demand for their use in emerging 
countries widely documented.
(Dias 2007; Jordan 1987a; Ranji 
& Dykes 2012; Sufang et al
58 See for example, Manderson (1981, 1984), Jordan (1987), Jordan & Davis-Floyd 1993, Parker 2000, 
Lukere & Jolly 2002, Ram & Jolly 1998, Davis-Floyd & Sargent 1997.
5g Well in excess of WHO-recommended levels (Chapter 2), from around 14% in 1970, to around 50% in 
2008 (46% of those elective -  non-emergency), but private sector rates were 80%, and a national increase 
of 10% was observed between 2001 -2008, 38.0% to 48.4% (Victora et al. 2011) 
h0 At around 50 per 100,000 live births, 58 by another method (2008).
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2007; Tang et al 2006)
■ E v id e n c e  o f  n o n -m e d ic a l ly  in d ic a te d  o v e ru se . (Barclay 2008; Dias 2007; 
Donner 2003; Feng et al 2012;
■ U n re a l is t ic  e x p e c ta t io n s  o f  v a lu e 61. Klemetti et al 2010; Murray & 
Elston 2005; Ranji & Dykes 
2012; Sufang et al 2007; Tang et 
al 2006; Victora et al 2011)
■ A  la c k  o f  in fo rm e d  d e c is io n -m a k in g  r e g a rd in g  p o te n tia l 
r isk s  a n d  e ffe c ts .
(Donner 2003; Grossmann- 
Kendall et al 2001; Ranji & 
Dykes 2012; Tang et al 2006)
■ P ro l i f e ra tio n  o c c u r re d  d e s p i te  s o u n d  e v id e n c e  o f  in c re a s e d  
m o r ta l ity  a n d  m o rb id i ty  r isk s  a s s o c ia te d  w ith  o p e ra t iv e  
d e liv e r ie s  in  su c h  se ttin g s .
(Lumbiganon et al 2010; Villar 
et al 2007)
■ “ S y m b o lic  v a lu e  in d e p e n d e n t  o f  i ts  u se  v a lu e ” a c q u ire d  b y  
b io m e d ic in e  in  so m e  s e t tin g s ;  r e p re s e n te d  “ p ro g re s s ” an d  
m o d e rn ity .
Jordan (1987a:312-3, 317) 
(Harvey & Buckley 2009)
■ S a m e  sy m b o lic  v a lu e  a ls o  p la c e d  in  ‘th e  h o s p i ta l ’ a s  a  
b ir th p la c e , i r r e s p e c tiv e  o f  a c tu a l  q u a l i ty  o f  c a re  p ro v id e d .
(Sargent & Bascope 1996)
■ N e w  te c h n o lo g ie s  s o m e tim e s  s e rv e d  s ig n if ic a n t  so c ia l 
fu n c tio n s , a lb e it  th ro u g h  th e  a d o p tio n  o f  a  m e d ic a l is e d  
‘p a t ie n t ’ ro le  a n d  ‘s a n i t i s e d ’ su rg ic a l  b ir th .
Donner (2003)
■ In  C h in a  a n d  B ra z il :  in c re a s in g  m a te rn i ty  s e rv ic e s  
u t il is a tio n  fo r  b ir th , b u t  h ig h  a n d  r a p id ly  in c re a s in g  
c a e sa re a n  ra te s  w ith o u t  c o n fe r r in g  a d d it io n a l  b e n e f i ts  (se e  
B e tra n ) , a n d  in  B ra z il ,  4 5 %  in d u c t io n  ra te s  w e re  re p o rte d .
(Barclay 2008; Barros et al 
1991; Barros et al 2005;
Behague 2002; Betran et al 
2007; Bogg et al 2010; Diniz & 
Chacham 2004; Feng et al 2012; 
Harris et al 2007; Hopkins 2000; 
Klemetti et al 2010; Liu et al 
2010; Long et al 2010; Potter et 
al 2001; Potter et al 2008; 
Sufang et al 2007; Tang et al 
2006; Victora et al 2011)
■ “ P e rv e rs e  f in a n c ia l  in c e n t iv e s ” a n d  ta rg e ts  o f  h e a lth c a re  
in s t itu t io n s  fo u n d  to  in f lu e n c e  h ig h  a n d  in c re a s in g  
c a e sa re a n  ra te s  (1 0 0 %  in  so m e  fa c i li t ie s ) ,  a n d  in d u c e  
d e m a n d ; in c e n t iv e s  r e la te d  to  h e a lth  sy s te m  s tru c tu re  
fo u n d .
(Barclay 2008; Bogg et al 2010; 
Cheung et al 2005; Feng et al 
2012; Hopkins 2000; Klemetti et 
al 2010; Leone et al 2008; Potter 
et al 2001; Sufang et al 2007; 
Tang et al 2006:1531)
(Murray & Elston 2005; Victora 
et al 2011)
■ C o n te n d e d  th a t  ‘c o n tr o l ’ w a s  a  f e a tu re  o f  m o d e m  life  in 
C h in a , a n d  th is  in f lu e n c e d  b ir th  d is c o u rse s .
Harvey & Buckley (2009)
■ In  G u a te m a la :  c a e s a re a n s  p e r fo rm e d  fo r  “ p o te n t ia l” 
c o m p lic a tio n s ,  r e s u l t in g  in  e x c e s s iv e  r a te s 62; an  
“ ia tro g e n ic  e p id e m ic ” d e s c r ib e d  in  M e x ic o .
Cosminsky (2001:368) 
(Davis-Floyd 2001a)
■ R e s e a rc h e rs  u rg e d  a tte n tio n  to  m a te rn i ty  s e rv ic e s  a n d  
in s t itu t io n a l  f a c to rs  l im it in g  in fo rm e d  c a e s a re a n  d e c is io n ­
m a k in g .
Leone et al. (2008)
■ T h e  p ro v is io n  o f  c o n s u m e r  in fo rm a t io n  o n  c a e sa re a n s  h a s  
o f te n  b e e n  fo u n d  d e f ic ie n t .
(Gamble & Creedy 2001; 
Robson et al 2008; Soltani & 
Sandall 2012)
■ “ C h o ic e ”  o n  m o d e  o f  b i r th  fo r  so m e , c a n  e x a c e rb a te  
in e q u it ie s ,  w h e re  o th e rs  a re  p o te n t ia l ly  d e p r iv e d  o f  f irs t-  
lev e l se rv ic e s .
(Victora et al 2011)
■ C a lls  fo r  “ u rg e n t  a t te n t io n ”  to  f in d in g  “ e f fe c tiv e  w a y s  o f Soltani & Sandall (2012:146, 
148)
61 Often the perception of being able to avoid pain.
62 National caesarean rate of 25% (1999), one public hospital rate was 42% (2001).
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revitalising normal birth...” to benefit mothers and babies, 
where the benefits of midwifery-led care, and its absence 
in “transitional societies” were noted.
The Devaluing of Women’s Needs, Indigenous Knowledges and Ways of 
Knowing, and the Subordination of Midwives
Repetitious of other medicalisation processes, Maupin (2008) found in Guatemala that national 
health policy and midwifery training programs reflected international priorities with little regard 
for existing local birthing systems. Young trainee-midwives were part of the “denigrating” of 
Indigenous midwifery knowledge, while accepting unquestioningly, the more ‘sophisticated’ 
biomedical approaches (Maupin 2008:370). Lay-midwives, who were purportedly trained for 
the purpose of “integrating” them into the broader healthcare system, had their autonomy 
removed as they were brought under medical control (Cosminsky 2001; Geurts 2001; Maupin 
2008). “Struggles” occurred, where some midwives were excluded from training for sometimes 
arbitrary, discriminatory reasons (Geurts 2001). Similarly, in trainings in India (Saravanan et ai 
2012), and elsewhere (Jordan 1987a), it was found that the experience of lay-midwives was 
dismissed, as were their “ways of knowing” (Cosminsky 2001). Furthermore, Jordan (1987:38) 
noted the devaluing of labouring women’s subjective bodily knowledge, and conversely, the 
privilege afforded data from “specialised instruments”. She also noted the recourse to higher 
levels of technology if a problem became apparent, rather than the implementation of readily 
available and simpler, ‘human’ approaches (Jordan 1987).
Jenkins (2001:410) asserted the changing roles of lay-midwives in Costa Rica was a key factor 
in “understanding how and why women... came to embrace a biomedical [birthing] model... 
and how this change is linked to ideals of development, ‘modem’ healthcare, and progress”. 
“The changing social meaning of midwifery”, occurring through the hospitalisation and 
biomedicalisation process, left lay-midwives feeling undervalued and disenfranchised (Jenkins 
2001). Campero et al. (1998) found that biomedical birthing processes were prioritised in 
Mexican hospitals, while women’s needs for emotional and psychological support were ignored. 
Waxman (1990) studied Navajo women’s acceptance of a biomedical model, asserting that the 
losses experienced, including loss of autonomy, ceremonial rites and others, were small price to 
pay for the benefits afforded by technology in ‘saving women’, however, women’s voices were 
absent from his work.
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The Production of Authoritative6 ' Medical Knowledge and the Medical
Marketplace
Cosminsky (2001:350) described contradictions in medicalisation where increased ‘health 
knowledge’ for women and midwives may “empower”, while midwives likely lose 
“knowledge... autonomy, self-esteem, respect, and power as they become more dependent upon 
the biomedical and commercialised health sector... And women’s voices and knowledge may 
...become silenced...”. The history of “inter-professional rivalries” (Donnison 1977), and 
contested knowledges in the western-world were described earlier, and are still evident today 
(Kitzinger 2005; MacColl 2009). The WHO has proclaimed that midwifery-led first-line care is 
ideal for all pregnancies (WHO 2005b:xv, xxi), yet the medicalisation of birth continues 
through the expansion of biomedically-based obstetric-led maternity systems throughout the 
developing-world (Iyengar & Iyengar 2009; Liamputtong 2004; Okafor & Rizzuto 1994; Paul 
2007; Whittaker 2002b). Indeed, where other forms of health and illness care were utilised, 
these now experience state controls and restrictions regardless of their effectiveness (Last 1996; 
Mukhopadhyay 2012).
Alubo (1990:305) explained the role of medicine in serving “racial, gender and class interests in 
society”, asserting it “has been a handy tool of dominant interests in war, other forms of 
conquest, subjugation and subsequent domination”, and links between political agendas and 
reproduction were elsewhere described (du Toit 1992; Jolly 1994; Stivens 1985). Shaban et al. 
(2012:106) found midwifery “identity and image” confused, within a medically-dominated 
health system, where restrictions were placed on the scope of midwifery practice. Sargent & 
Bascope (1996) argued that authoritative knowledge is ‘produced’ through a variety of means. 
Saravanan et al. (2012) found the authority of biomedical knowledge was asserted during lay- 
midwives’ training in India, where minimal opportunity was provided for local community 
input to the content or planning, and skills and experience were not recognised by ‘interactive 
sharing and learning’. Noted omissions in training were identified, as well as ambiguous 
content, and the researchers recommended beneficial traditional practices be encouraged 
(Saravanan et al 2012). In Mexico, Sesia (1996:121, 132) argued for “mutual accommodation”, 
where medical personnel should be trained in “ethno-obstetric (i.e. local) techniques and 
rationales”.
Colonial Legacies
As the ‘welfare movements’ in western countries encouraged the 19lh century programs and 
interventions (Table Al), so too, the colonisers scrutinised and attempted the modification of
63 Following Cosminsky (2001:350) and Jordan & Davis-Floyd (1993:154), I refer to “authoritative 
knowledge” as “knowledge that counts... upon the basis of which decisions are made and actions are 
taken”, knowledge that is “socially sanctioned”, “consequential”.
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reproductive, birthing and childcare practices, aiming to ‘save’ the “natives” (Allen 2002; 
Balfour & Young 1930; Dureau 2009; Jolly 1993; Lukere 2002:101, 106; Mallett 2002; 
Manderson 1992). Local knowledges, practices, capacities, and the people themselves were 
deemed “deficient”, ‘unscientific’, “callous”, inappropriate, “diseased”, and in need of 
“civilising”, by the prevailing missionary and coloniser mentalities (Alubo 1990:306; Bala 
2007; Comaroff 1993; Jolly 1998:190; Lukere 2002; Mallett 2002; Manderson 1992; 1998; 
Mukhopadhyay 2012). It was believed necessary to “enlighten” and ‘heal’ through the 
“benevolent institution of colonial rule” (Allen 2002:22; Gaitskell 1992; Jolly 1993; 2002; Ram 
1998).
Conversely, Mallett (2002:128, 130) discussed the problem of “nostalgic” notions of “an 
idealised and therefore fictive precolonial past”, where she contended that such nostalgia “not 
only assumes the existence of an imagined past, it also pretends that the preservation of 
“culture” is possible and, ...unequivocally desirable...”. This “salvage ethnography”, it was 
argued, is “spawned by the recognition of the destructive intrusions of imperialism and its 
colonial regimes in ...non-industrialised societies, it is also intended as an implicit critique of 
modem [and post-modem] industrial society” (Rosaldo cited by Mallett 2002:128). Mallett 
(2002:130) and others (Jolly 1993) also cautioned, against “a matemalistic (neo)colonialism”, 
found at the intersection of this romanticisation and critique, and evidenced by presumption -  
presuming to know what is best for the ‘other’.
Table 3.2.2 outlines some problematic outcomes in maternity care in industrialising and 
emerging countries generally, related to the issues explained:
Table 3.2.2: Inequalities, Utilisation and Quality of Maternity Care Issues
Feature References
■ Evidence of inequities in birthing outcomes through 
differential maternal healthcare intervention 
utilisation; determined that inequalities were related 
to user and services factors, and interactions 
between these.
S ay  &  R a in e  (2 0 0 7 )
■ Evidence of poor-quality care in government-funded 
institutions; basic drugs, supplies, staff and 
equipment were often absent.
(C a m p b e ll  e t al 2 0 0 5 ;
C o s m in s k y  2 0 0 1 ; E c k e rm a n n  
2 0 0 6 ; G ro s s m a n n -K e n d a ll  e t al 
2 0 0 1 ; H a r r is  e t al 2 0 1 0 ; H a rv e y  
&  B u c k le y  2 0 0 9 ; H a s s a n -B ita r  
&  W ick  2 0 0 7 ; H u s se in  2 0 0 7 ; 
J a ff re  &  P ru a l 1994 ; M ille r  e t al 
2 0 0 3 a ; P au l e t a l 2 0 1 1 ; P ru a l e t 
al 2 0 0 0 ; S a fe  M o th e rh o o d  
2 0 0 2 a ; S a rg e n t &  B a sc o p e  1996; 
T h a d d e u s  &  M a in e  1994)
■ Private-provider services ubiquitously “perceived to 
be efficient and effective”, however, little is known 
about quality, as often largely unregulated.
(A lu b o  1 9 9 0 :3 0 6 )
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■ A general “crisis of confidence” regarding publicly- 
funded services; traced historical origins to 
colonisers’ condescending attitudes passed on to 
healthcare workers via biomedical training and 
practice64.
Alubo (1990:306)
■ Institutional abuses of pregnant and birthing 
women, where even in hospitals, women birthed 
without health personnel, either through shortages 
or neglect.
(Allen 2002; Bowser & Hill 
2010; d'Oliveira et al 2002; 
Davis-Floyd 2000; Fiti-Sinclair 
2002; Grossmann-Kendall et al 
2001; Hassan-Bitar & Wick 
2007; Jaffre & Prual 1994; 
Ngomane & Mulaudzi 2012; 
Okafor & Rizzuto 1994; USAID 
2012; WHO/UNICEF/UNFPA 
1999; Wild et al 2010) 
(Cosminsky 2001; Geurts 2001; 
NIPORT et al 2011; Prual et al 
2000; Sargent & Bascope 1996)
■ In some settings, low utilisation of mainstream 
(biomedical) maternity services was found, even 
where available, often because of perceived or 
experienced poor-quality of relational care, desire 
for and confidence in alternative care practices, 
and/or other access barriers.
(Afsana & Rashid 2009; Amano 
et al 2012; Chowdhury et al 
2006; Costello et al 2006; Cotter 
et al 2006; Dagogo 1999; 
Darmstadt et al 2006;
Eckermann 2006; Gabrysch & 
Campbell 2009; Geurts 2001; 
Harris et al 2010; Hoban 2002; 
Ishikawa et al 2002; Jaffre & 
Prual 1994; Kesterton et al 2010; 
Ngomane & Mulaudzi 2012; 
Okafor & Rizzuto 1994; Say & 
Raine 2007; Thaddeus & Maine 
1994; Titaley et al 2010; Wild et 
al 2010)
■ Perceived or actual risks also identified, including 
loss of personal dignity and/or financial hardship.
(Afsana & Rashid 2009; Allen 
2002; Capelli 2011; Darmstadt 
et al 2006; Dureau 2009; 
Eckermann 2006; Geurts 2001; 
Harris et al 2007; Harvey & 
Buckley 2009; Ishikawa et al 
2002; Jordan 1987a; Kesterton et 
al 2010; Thaddeus & Maine 
1994; Titaley et al 2010)
■ Incentivisation schemes to encourage utilisation 
have been used, and sometimes, attempts at services 
improvement.
(Iyengar & Iyengar 2009; Long 
et al 2010; Paul 2007; Sidney et 
al 2012)
(Gabrysch et al 2009; Harris et 
al 2010; Ishikawa et al 2002; 
Jaffre & Prual 1994)
Negotiation in Pluralistic Medical Systems, Contesting, Resistance, and 
Rejection of Biomedical Birthing
In many less technological cultures, pregnancy, birth, the transition to motherhood, are still 
defined in social terms, as for generations. Languages and cultures are rich with traditions and 
norms, ways of doing, ways of being, that may not have been influenced significantly by the 
western ‘risk society’ (Eckermann 2006; Manderson 1981). However, with the expansion of
A point corroborated by Cosminsky 2001.
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capitalist-led ‘development’, studies have emerged examining the processes whereby 
individuals and communities make decisions and in some cases change health-related 
behaviours and beliefs, based on alternative knowledge and practice systems. Notable 
ethnographic studies have been conducted in Asia (Van Hollen 2003), the Pacific (Lukere & 
Jolly 2002; Ram & Jolly 1998), Central America (Jordan & Davis-Floyd 1993), and Tanzania 
(Allen 2002). Theories explaining reproductive belief and practice changes have been 
developed, in light of significant cultural and social factors, and western behaviour-change 
theories may also relate to these birthing transitions. Often, a pragmatic blending of 
‘traditional’ and ‘modem’ beliefs, ideologies and practices has been found, as well as 
negotiation -  by women and midwives, within social and structural boundaries (Asowa- 
Omorodion 1997; Auerbach 1982; Capelli 2011; Chithtalath & Earth 2001; Cosminsky 2001; 
Davis-Floyd et al 2001; Geurts 2001; Greenwood 1981; Jenkins 2001; Parker 2000; Ram 2009; 
Wulandari & Whelan 2011). Subsequently, a new kind of midwifery practice has developed 
(Davis-Floyd 2001a; Jenkins 2001).
In holistically-based medical cultures, particular health states were perceived holistically 
therefore, Priya (1992) and others (Kitzinger 1978) contended that healthcare must be 
multifaceted to meet needs. Biomedical services were sometimes rejected (Ahmed & Jakaria 
2009; Sepehri et al 2008), because they did not approach care as expected (Dagogo 1999). 
“Traditional” birthing principles were still important, including autonomy and dignity for 
birthing women (Ngomane & Mulaudzi 2012; Sesia 1996). Geurts (2001) found birthing 
biomedicalisation was rejected by a Ghana population, and Sesia (1996) similarly in Mexico. 
Contesting and negotiating biomedical birth, was found in the philosophy and practice of “post­
modern midwives” in several settings (Davis-Floyd 2001a; Matsuoka 2001), and midwives 
were frequently found or believed, to have, the potential to mediate between pluralistic systems 
(Geurts 2001; Harris et al 2010; Matsuoka 2001; Sesia 1996; Titaley et al 2010). In a rural 
Cambodian context, birthing women believed biomedical care was usually unnecessary (Hoban 
2002). As found globally, political ‘agendas’ have succeeded in “redefin[ing] the identity, 
practice and authority of midwives”, but Maupin (2008) found in Guatemala, midwives were 
often put in an unenviable position if hospital transfer was refused (by a family), and other 
forms of resistance were also noted (Cosminsky 2001).
3.3 Safe Motherhood Strategies: Debates on Efficacy, Evidence and Ethics
For many years after the SM Initiative launch, commentators lamented the lack of progress in 
reducing MMRs (AbouZahr 2003; Maine 2007; Maine & Rosenfield 1999; Weil & Fernandez 
1999; WHO 2005b). Some have considered the Initiative a ‘failure’ (Berry 2013; Graham 
2002) where despite the adoption of multi-level strategies (Feuerstein 1993; MOH Nepal 1994;
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Safe Motherhood South Asia 1990; WHO 2005a), numerous international technical and 
program guidelines (NGO Networks for Health 2000; WHO 1999; 2004a), data showed overall 
MMRs “unchanged” (UN Millennium Project 2005:27), at best, very slow progress. It was 
asserted lessons could be learnt from historical MM reductions in diverse settings, as 
summarised in Table 3.3.1:
Table 3.3.1: Factors Asserted as Important in Reducing Maternal Deaths 
Historically______________________________________________________
Key Findings/Recommendations References
1 . Importance of availability, analysis and awareness of (D e  B ro u w e re  e t al 1998)
vital registrations (esp. mortality) data (K o b lin s k y  e t al 1999) 
(D F ID  2 0 0 4 ) 
(B u llo u g h  e t a l 2 0 0 5 )
2 . Need for recognition that most maternal deaths are 
avoidable
(D e  B ro u w e re  e t al 1998)
3. Provision of quality midwifery care within a health (D e  B ro u w e re  e t a l 1998)
system with accessible and free services (K o b lin s k y  e t al 1999)
(D F ID  2 0 0 4 )
(B u llo u g h  e t a l 2 0 0 5 )
(L o u d o n  2 0 0 0 a )
(D e  B ro u w e re  &  V a n  L e rb e rg h e  
2 0 0 1 )
(V an  L e rb e rg h e  &  D e  B ro u w e re  
2 0 0 1 )
(B u la ta o  &  R o ss  2 0 0 3 )
4. Need for mobilisation of professionals and 
communities
(D e  B ro u w e re  e t al 1998)
5. Where deliverable within a well-functioning health (K o b lin s k y  e t al 1999)
system, particular clinical care and/or technologies (D F ID  2 0 0 4 )
were found beneficial (i.e. basic obstetric care eg (B u llo u g h  e t al 2 0 0 5 )
antibiotics) (V an  L e rb e rg h e  &  D e  B ro u w e re  
2 0 0 1 )
6 . Broader health strategies that improve maternal (D e  B ro u w e re  e t al 1998)
health (B u la ta o  &  R o ss  2 0 0 3 ) 
(P a th m a n a th a n  et al 2 0 0 3 )
7. Political commitment is needed (D F ID  2 0 0 4 )
(D e  B ro u w e re  &  V a n  L e rb e rg h e  
2 0 0 1 )
8 . The contribution of socio-economic development has (K o b lin s k y  e t al 1999)
been debated (on the basis that some resource- (V a n  L e rb e rg h e  &  D e B ro u w e re
constrained countries have low MM) 2 0 0 1 )
(S h if fm a n  2 0 0 0 )
Barriers to Effectiveness: The Political Economy o f ‘Safe Motherhood’ and 
Evidence Gaps
As found historically (Table 3.3.1), it was argued at the launch of the SM Initiative (Chapter 2), 
that newly available mortality estimates aided recognition of the scale of deaths, focusing 
international attention and action (AbouZahr 2003). However, limited evidence for the 
development of sound technical and program policies at the Initiative’s commencement was 
later acknowledged (FCI 2007; Population Council 2002). While it was asserted the obstetric 
causes of maternal deaths, and ‘effective interventions’ for SM were known (Weil & Fernandez
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1999), ambiguities persisted around why deaths occurred, although this knowledge was believed 
“vital” for planners and service providers, to inform prevention efforts (WHO 2004c: 14). 
Additionally, inadequate use of existing data, poor monitoring and evaluation, health policy 
barriers (Mavalankar & Rosenfield 2005), and a lack of evidence-based policy and planning 
were argued, especially compared with disease-specific programs (Islam 2007), where Unger et 
al. (2009:91) contended an emphasis on disease control limited system capacity to address 
overall healthcare provision.
A lack of political will across all levels was believed responsible for the Initiative’s failure 
(Donnay 2000; Tita et al 2007). Overall, donor and government financial commitments have 
improved, but were still considered inadequate (AbouZahr 2003; Borghi et al 2006; FCI 2007; 
Powell-Jackson et al 2006; UN 2010). While the MDGs have been successful in mobilising 
international political will and focusing coordinated efforts to a certain extent, they have also 
been viewed as ‘top-down’, “international standards” which have not always inspired a sense of 
ownership in non-industrialised countries (Bourguignon et al 2008; Kinniburgh 2005), although 
the importance of “fostering an enabling policy environment” has been recognised (Lule et al 
2005). Some have argued that current ‘development’ approaches have disempowered country 
“partners” with ethnocentric culturally-imperialist practices (Kinniburgh 2005) that western 
politics has inhibited progress through the conservative political influence6" (GGRIP 2006; Ipas 
2007), and that ‘aid’ policies have promoted ‘dependence’ and progressed western political 
agendas (Kinniburgh 2005).
Other criticisms of safe motherhood included international “technical disagreements” 
sometimes resulting in a lack of country-level harmonisation, donor rivalries and poor co­
ordination, adding to the strategy confusion (Starrs 2006:1132). A lack of “unified international 
leadership” in maternal health has been identified, along with “fragmentation” and duplication 
within the UN (House of Commons 2008:26), and gaps in effective knowledge-sharing 
(Maternal Health Task Force 2010). No doubt these issues have hampered local governments 
taking leadership (Starrs 2006), instead, they are juggling onerous reporting requirements of 
multiple agencies (UN 2010), which sometimes exert pressure for their own policy “space” 
(Justice 1987; Reich 2002). Other criticisms of the MDGs have surrounded process, content 
and feasibility (Hewett 2006; Kinniburgh 2005). A lack of donor support for broader-based 
social programs66 was also noted (Starrs 2006), where a penchant for ‘single intervention’ 
vertical-type programs with ‘quick fixes’ and easily measurable outcomes, was also observed, 
but is problematic for maternal health (AbouZahr 2003; Goodbum & Campbell 2001). Starrs 
(2006:1132) argued that mobilisation of women’s rights groups in support of SM has been poor 
due to the focus on women as childbearers, but a role for civil society organisations was also
65 Eg ‘the Global Gag Rule’.
66 Focusing on women’s status, education and legal rights.
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promoted (DFID 2010b; House of Commons 2008). Facility-based audits and confidential 
enquiries have been supposed useful (Hussein 2007; Lewis 2003; Mathai 2005; WHO 2004; 
2004c: 14), but evidence of their effectiveness for practice change is lacking.
In another recent strategic approach, advocacy efforts have focused on an economic imperative 
for maternal survival -  as a vital economic investment67 (FCI 2007; Hussein 2007; Jowett 2000; 
O'Loughlin 1997; Safe Motherhood 1998; Starrs 2006), however, it could be argued this is a 
form of commodification. The effect of ‘medical market’ creation can be seen in the history of 
western birthing medicalisation (Section 3.1), where women’s needs and the social meanings of 
birth were subordinated to establishment of a medical monopoly, thus ensuring and enhancing 
the status of medical practitioners.
Safe motherhood policy and strategy foci has shifted (Tita et al 2007), as various data have 
become available (FCI 2007; Moore 2000; Starrs 1998), but political agendas and economic 
factors have also been influential (FCI 2007; Graham & Hussein 2007; Lane & Rubinstein 
1996; Webster 2010). While it has been argued that “the technical interventions for preventing 
and/or treating ...obstetric complications are known, and have been identified as simple and 
cost-effective”68, still, “the challenge remains to develop and evaluate effective strategies 
through which [these] can be implemented in low-resource settings” (FCI 2007:83; Freedman et 
al 2007; Tita et al 2007). While Tita et al. (2007:974) argued the availability of “good 
evidence” on individual-level clinical interventions, Graham & Hussein (2007:980) contended 
its limited application to, and ultimate effect on population-level health improvements. Table 
3.3.2 notates documented limitations regarding evidence and its application for safe motherhood.
Table 3.3.2: Evidence for Safe Motherhood Strategies: Data, Methodological, and 
Translational Limitations and Barriers
K ey F in d in g s/R eco m m en d a tio n s R eferen ces
1 . Vital registration systems strengthened, but many inadequate; 
events underreported (underestimate mortality); and 
classification problematic.
(Mathers et al 2005; Setel 
et al 2007; Setel et al 
2005)
2. Health information systems often “unreliable” and 
“inadequate”, largely due to health system constraints, 
however, these and survey data sometimes the only available 
sources.
(Bullough et al 2005:1186)
3. Various tools, methods, and systems seeking to improve 
maternal and newborn health and mortality data, have been 
developed.
(AbouZahr 2003a; Stanton 
et al 2001; WHO 2004; 
Wilmoth 2009)
4. Improvements have been made in maternal mortality 
measurement, with increased technical capacity, but caution 
advised in proper use of data.
(Hussein 2007) 
(CDC undated) 
(Starrs 2006)
5. ■ SM monitoring data “woefully inadequate”.
■ Research uncoordinated and inequitable.
(Graham & Hussein 
2007:978; Hoban 2002) 
(Hamilton et al 2006)
67 Eg The Women Deliver slogan: “Invest in women -  it pays!”
68 Eg oxytocin for postpartum haemorrhage.
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■ “Rigorous, country-specific research” needed.
■ Poor-quality or missing baseline data can confuse evaluation 
of health interventions.
(Graham & H ussein  2007; 
The G lobal C am paign 20 1 1 )
6. Scholars in Thailand analysed data collection systems, and 
while improving, deficiencies still apparent in vital 
registrations.
(M a th er s  e t  al 2 0 0 5 ;  
T a n g c h a r o e n sa th ie n  e t al 
2 0 0 6 ;  Y o n g ju r  2 0 0 5 )
7 . ■ Need for evidence-based approaches in ‘safe motherhood’ 
strongly argued; several evidence reviews undertaken on 
effectiveness of internationally-recommended strategies and 
interventions.
■ Reviews concluded quality evidence (and/or evidence in 
general) was lacking, the acquirement and production of 
which faces challenges in many settings; has major 
implications for policy development.
(B u la ta o  &  R o s s  2 0 0 3 ;  
B u llo u g h  e t a l 2 0 0 5 ;  
C o s t e l lo  e t  a l 2 0 0 6 ;  D e  
B r o u w e r e  &  V a n  
L er b e r g h e  2 0 0 1 ;  G e lb a n d  
e t a l u n d a ted ; K o b l in s k y  e t  
al 1 9 9 9 ; M ille r  e t  al 2 0 0 3 ;  
T ita  e t  al 2 0 0 7 ;  T s u  2 0 0 5 ;  
U n g e r  e t a l 2 0 0 9 )
8 . ■ “Most safe motherhood strategies .. .based on observational 
evidence from surveys, demographic surveillance, case 
studies and qualitative studies”.
■ Strategies designed “mostly on low-grade evidence 
[including historical]... on ...deductive reasoning”, “on 
fashion”.
■ Some evidence used to formulate “facility-focused [birth] 
policy”, “dubious”.
B u llo u g h  e t a l. 
( 2 0 0 5 : 1 1 8 6 )
B u llo u g h  (2 0 0 5 : 1 1 8 0 )  
(M il le r  e t  a l 2 0 0 3 )
C o s t e l lo  ( 2 0 0 6 : 1 4 7 7 )
9 . ■ Two significant methodological concerns raised; attribution, 
and the difficulty of controlling for confounders in “real- 
world” settings.
■ “The evidence linking maternal health programs to the 
health of mothers remains mainly correlational and at the 
aggregate population-level. [This] does not prove causality, 
as the observed relationship may be due to ...known or 
unsuspected confounding...”
(B u llo u g h  e t  a l 2 0 0 5 )  
R a sh a d  (1 9 9 4 : 5 )
1 0 . Evidence-base on strategy effectiveness at the population-level 
must be strengthened; research must also address “translating 
...evidence into ...decision-making” across levels.
(B u llo u g h  e t a l 2 0 0 5 )
1 1 . ■ Caution urged in:
o Applying setting-specific evidence elsewhere, due to 
many complex contextual factors; drastically different 
circumstances may exist, and decisions must be made 
within very different resource constraints, and according 
to local contexts.
o Inappropriate transfer of “international evidence”, 
treatments, and “norms” from high-income settings in 
which effectiveness (or otherwise) was established, to 
low-resource settings; interventions supported by good 
“evidence” in one context, may be irrational in another. 
Examples of such ‘dogmas’: ANC risk-screening; a 
questionable recommendation for routine elective 
caesarean in certain conditions (i.e. breech, HIV+).
■ Transfer process often occurs via “experts” from 
industrialised countries, or via education of personnel from 
developing countries in affluent countries.
(B u llo u g h  e t al 2 0 0 5 ;  
C a m p b e ll  & G r a h a m  2 0 0 6 ;  
P e n n -K e k a n a  e t  al 2 0 0 7 )
( C o s te l lo  e t  a l 2 0 0 6 ;  H oj  
2 0 0 5 ;  U n g e r  e t  a l 2 0 0 9 )
(H o j 2 0 0 5 :9 2 7 ;  P e n n -  
K e k a n a  e t  a l 2 0 0 7 )
H o j (2 0 0 5 )
Safe Motherhood Strategies: Primary Versus Secondary Mortality Prevention
While agencies initially supported antenatal care (ANC) for risk-screening and referral, for 
reducing maternal deaths, this outcome was not achieved (Berer & Sundari Ravindran 1999;
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Starrs 2006; Tita et al 2007; WHO 2005b), instead “every pregnancy faces risks” was asserted 
(Weil & Fernandez 1999), and emphasis changed to emergency obstetric care (EmOC). 
However, countries previously focused on reducing communicable disease prevalenceh9 
(potentially effectively addressed through ANC), lowered maternal deaths substantially eg Sri 
Lanka (Lule et al 2005). Similarly, from the earlier strategy o f large-scale lay-midwife training 
and the supply o f clean birth kits for homebirths, “skilled attendants” became the policy focus, 
excluding and effectively abandoning TBAs (Hoban 2002; Starrs 2006; Tita et al 2007; WHO 
2005b). Only later it was recognised that midwives ( ‘lay’ or ‘professional’) attend most births 
globally (WB 2010), that they provide an essential support role for women and are an essential 
link between women, communities and the formal health sector (Hoban 2002; Lule et al 2005; 
Tita et al 2007). Recent research showed that “clean” homebirths (Li et al 2007) and/or use of 
kits can be a well-accepted, successful and cost-effective strategy (Hundley et al 2011).
Negative outcomes surrounding the introduction of various ‘technologies’ to non-industrialised 
countries were described earlier (Section 3.2). The question o f ‘appropriate technology’ to 
prevent mortality and improve health has long been discussed (Bergstrom 2001; Global Health 
Council 2002; Koblinsky et al 1999; Silver & Castilho 1998; Tsu 2005; WHO 1985a; b), and 
issues of equity have been raised (AMDD Working Group on Indicators 2003a; Bailey 2005). 
However, until recently, debates have largely focused on evidence for clinical interventions and 
technologies related to immediate causes o f maternal deaths (secondary prevention), rather than 
broader policy and strategy evidence to counter underlying causes (primary prevention), where 
morbidity problems can also be addressed. Bullough et al. (2005:1182) assessed SM strategies 
in three categories, those that: “address demand or improve supply” (eg community 
mobilisation, TBA training, service quality improvement); “seek preventive approaches or treat 
complications” (FP, micronutrient supplementation, ANC, skilled attendant, EmOC); use 
focused or broad-based approaches (postnatal care, Making Pregnancy Safer). Arguments 
regarding strategy prioritisation lacked evidence (Bullough et al 2005), remaining “research- 
informed view points]” (Campbell & Graham 2006:1284), but the consensus supported a multi­
strategy approach to address complex issues around maternal health and mortality across 
various settings (Bullough et al 2005; Campbell & Graham 2006).
Evidence on Birthplaces and Effective Intrapartum Care
Campbell & Graham (2006:1284) recommended universally-institutionalised birth, stating a 
maternal death focus “is crucial”, and “logic” argues the “overwhelming priority” should be 
“effective intrapartum ...strategie[s]” . However, this is based on two assumptions -  ‘effective 
care’ cannot be provided in other settings, and that quality, universally-institutionalised care, 
can be provided in all contexts. Costello et al. (2006:1477) asserted, a facility-focused strategy
Eg malaria, hookworm.
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was “simply not achievable with current resources and infrastructure” in many settings, and that 
data on which the policy was conceived, was not broadly generalisable. While it is recognised 
that most maternal deaths are largely related to intrapartum factors, therefore the immediate 
determinants may be treatable or avoidable (Campbell & Graham 2006; Paxton et al 2005), 
nevertheless, the upstream determinants cannot be addressed in the institutional context, and 
care quality often remains problematic (Table 3.2.2). As discussed (Section 3.4.4), birth and the 
transition to motherhood and their meanings are largely situated within and circumscribed by 
social and cultural contexts. Thus, while the ‘risk’ of death is apparent in high-mortality 
contexts, birth is not simply a matter of life and death, nor is it primarily a biomedical process. I 
would argue that while birth remains in the domain of women, families and communities (not 
biomedical), and the social meaning takes precedence over the biological act, negotiation and 
resistance will occur, as women’s bodies and birth will remain contested spaces. Biomedical 
services may be sought if that is perceived necessary (Gabrysch & Campbell 2009), but are 
needed in a minority of births. The need for quality EmOC services is unequivocal, but a dual­
track approach can be taken to improve services for most women for whom emergency services 
will not be needed (Anwar et al 2008). As discussed throughout, institutionalising birth has not 
always brought better outcomes, or been in women’s best interests.
Evidence supporting the assumption that institutional care is better than that in alternative 
settings across contexts, is lacking (Costello et al 2006), even when measured solely in terms of 
mortality. Although it was claimed the recommendation was evidence-based, none was 
provided (Campbell & Graham 2006). Such “recommendations” were “accepted wisdom” 
according to Costello (2006:1477), who challenged it, advocating for evidence on effects and 
cost-effectiveness. If high-quality (‘safe’) institutional care -  as determined by women and 
others was provided, such a strategy is more likely to succeed. One study recommended 
midwives provide care “with an emphasis on non-intervention” and “aim to maintain the 
normality of ...birthing...”, however, while recommending “team” care in health centre 
institutions, what was essentially outlined was ‘obstetric-led’ (an emphasis on risk-aversion), 
where the “detection and management of problems” was recommended (Campbell & Graham 
2006). Strategies were not offered as to how midwives were to “maintain ...normality” where 
care is not midwifery-led. As contended above, it is women and families who ultimately make 
decisions about care that meets their needs.
The Social Determinants
The WHO definition of health is a social one -  “not merely the absence of disease...” (WHO 
1948), consequently, a definition of RII, maternal health and well-being should not be limited to 
‘surviving’ (the absence of death or physical ‘injuries’), and besides the biological, recognise 
social, emotional, spiritual and cultural aspects. Birthing as a holistic process is multi-
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dimensional, and aspects are closely linked (Table A2). However, opposing views of birth 
(Section 3.4.3) influence the philosophical bases for maternity care policy and practice, and 
approaches to what are defined as problems (eg medical versus primary safe motherhood 
strategies). A “Framework for Assessing and Analysing Maternal Health” (Figure 3.1) indicates 
linkages between broad social, economic, political, cultural, “underlying factors, intermediate... 
and immediate causes of maternal morbidity, mortality or survival” (UNICEF cited in Gelband 
et al undated: 100). Although specifying “health”, the framework focuses on “survival” as the 
main measure.
Figure 3.1: Framework for Assessing and Analysing Maternal Health
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The importance of the social determinants of well-being are recognised (Cockroft 1998; CSDH 
2008; Eckersley et al 2001; Marmot & Wilkinson 1999). The social context within which 
reproduction and birth occurs, and specific social determinants significantly affect maternal 
mortality, morbidity and health, in contrast with narrowly-defined immediate obstetric causes of 
death, most often reported. The underlying causes of maternal deaths include factors such as 
women’s pre-pregnancy ill-health (Koblinsky 1995; NGO Networks for Health 2000), and
socio-economic factors eg poverty, illiteracy, cultural realities -  women’s unequal resources
-5 4  -
access, and “lack of decision-making power” (Iskandar et al 1996; NGO Networks for Health 
2000:8). A primary healthcare approach was promoted to address and improve such factors that 
“have an important influence on ...chances of developing and surviving a complication” 
(Iskandar et al 1996:30; NGO Networks for Health 2000:7). Scholars in Thailand published a 
report “socio-cultural determinants of maternal health in urban poor communities of 
Bangkok...”, however, their findings did not extend outside the health services, relating more to 
interpersonal interactions between care providers and between women and providers, than to 
broader social contexts.
Some have discussed and debated SM recommendations in terms of applicability in diverse 
contexts, and the methods through which strategies are applied, concluding that some 
components devalue local knowledges, and succeed in medicalising and technologising birth 
(Davis-Floyd 2011b; Kruske & Barclay 2004). It was also recognised that safety and risk 
decisions have social foundations, where acknowledging imperial histories, social and cultural 
diversity were important (Allen 2002). Addressing health system-wide issues70 has recently 
received more international attention (the supply side) (DFID 2010a; FCI 2007; Feachem 2000; 
Freedman et al 2007; Goodbum & Campbell 2001; House of Commons 2008; Sundari 1994; 
Thomas et al 2007; UN Millennium Project 2005; Wagstaff & Claeson 2004), while engaging 
with communities has been recommended for increasing demand for quality services (Barker et 
al 2007; Costello et al 2006; Lule et al 2005). A lifecourse, continuum of care approach 
including the integration of reproductive, maternal, newborn and child health initiatives has also 
been recommended (Ekman et al 2008; Gates 2010; WHO 2009b).
The significant role of contraceptive use in reducing MM has been argued (Bulatao & Ross 
2003; Costello et al 2006; Gelband et al undated; Singh et al 2009) Some have advocated for 
the importance and effectiveness of community mobilisation (Costello et al 2006) in addition to 
improvements in health services. Costello et al. (2006) highlighted dangers in advocating “one- 
size fits all” rather than context-specific strategies, and also recognised the importance of 
appropriate balance between short and longer-term strategies. Randomised controlled trials 
have demonstrated the efficacy of several community-based interventions in certain settings 
(cited in Costello et al 2006:1477; Costello et al 2004; Jokhio et al 2005), and Costello et al. 
(2006:1479) and others (Miller et al 2003) advocated for trials of community-based 
management initiatives for key causes of maternal deaths71. Community-based and primary- 
level strategies have also been “extremely” cost-effective (Adam et al 2005:1). With a 
significant burden of morbidities resting on families and communities, this is another area where 
more work on prevention has been advocated (UK All Party Parliamentary Group 2009). The
70 For example, through Sector-Wide Approaches or SWAps.
71 For example, the administration of oral misoprostol for postpartum haemorrhage, increased awareness 
of infection together with better availability of antibiotics in the community.
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empowerment o f women and communities to “ demand their rights to ...care”  was another 
recommendation (Costello et al 2006:1479).
Health Services Determinants
‘ Skilled’ Attendant
Two components o f an effective intrapartum care strategy, are now broadly advocated in SM: 
‘skilled attendant’ and ‘emergency obstetric care’ (EmOC) (AMDD 2003; AMDD Working 
Group on Indicators 2002; 2002a; de Bemis et al 2003; FCI 2000; Gelband et al undated; 
Hussein et al 2004; Nirupam & Yuster 1995; Paxton et al 2005; Paxton et al 2003; Safe 
Motherhood 2002; UNICEF/WHO/UNFPA 1997; WHO 2004b). Some considered skilled 
attendant “ the single most critical intervention...”  (NGO Networks for Health 2000).
The WHO stated:
“ Effective interventions exist to avoid most o f the deaths and ...disabilities attributable 
to childbirth. The history o f successes in reducing [these] mortalities shows that skilled 
professional care during and after childbirth can make a difference between life and 
death for ...women and their ...babies. The converse is [also] true -  a breakdown o f 
access to skilled care may rapidly lead to an increase o f unfavourable outcomes”  (WHO 
2005a:xxi).
Notwithstanding, the WHO also acknowledged precision “ problems” with evidence, “ ...we 
cannot say with certainty”  the relationship is causal (WHO 2004c: 14), although some findings 
supported the recommendation (Robinson &  Wharrad 2001). However, the international policy 
shift to the promotion o f “ skilled attendant”  met with a mixed response (Buttiens et al 2004; 
ICruske & Barclay 2004), due to the maligning o f “ TBAs”  2. Large-scale ‘TBA ’ trainings began 
in the 1970s, but by the 1990s, TBAs were widely branded ‘unsafe’ and ‘untrainable’ , and 
classified as “ unskilled”  (Horton 2006), although the evidence on which these conclusions were 
reached was equivocal and strongly debated (Buekens 2003; Kamal 1998; ICruske &  Barclay 
2004). The training strategy was broadly deemed ineffective73 and “ professional”  care was 
prioritised and recommended (Buttiens et al 2004; de Bemis et al 2003; Koblinsky et al 2006). 
Training programs were abruptly halted and in some cases national policies forbade the training, 
equipping or supply o f kits to lay-midwives, effectively “ outlawing]”  them (Carter-Lee 2008).
72 TBAs are ‘traditional birth attendants’, ‘village midwives’ ‘ lay-midwives’ , ‘traditional midwives’, 
‘community midwives’.
73 It was contended that many misguided assumptions were made, and “success” was too narrowly 
defined (i.e. solely in terms of maternal mortality, the measurement of which, in itself is highly 
problematic). First, incorrect definitions were often applied to determining who actually was a TBA, 
where much about these lay-midwives, their roles, knowledge and skills was misunderstood. Second, it 
was broadly and unrealistically assumed that training would automatically improve hygiene practices of 
birth attendants, increase the detection and treatment of complications of pregnancy and birth, and would 
ensure subsequent referral to a facility for ‘professional’ life-saving services. However, these outcomes 
did not always eventuate, through no fault of the TBA -  it was argued the mandate was unrealistic, TBAs 
faced general attitudes of disrespect from biomedically-trained health personnel, poor or nonexistent 
health services support, and that many other contextual factors influenced outcomes, including client’s 
and family’s decision-making on services use.
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Jordan & Davis-Floyd (1993:131) argued that the “unquestioned” and “unquestionable” 
adoption of a biomedical birth model leads to an automatic and blanket condemnation of 
traditional practitioners as unscientific... “symbols of superstition and backwardness”. Scholars 
cited a lack of strong evidence to inform policy (Buttiens et al 2004:653; Graham et al 2001; 
Sibley & Sipe 2004) stating evidence was based on “observations”, while asserting “although 
hard evidence of the skilled attendance strategy’s effectiveness ...is lacking, it looks 
conceptually sound”. Others contended “compelling evidence” existed for “professional” 
midwifery care to reduce mortality and morbidity (Koblinsky et al 1999; UNFPA/ICM 2007:3). 
Some pragmatically argued professionalisation and/or institutionalisation were unrealistic in 
many settings (Kamal 1998; Kruske & Barclay 2004; Sibley & Sipe 2004), and should not take 
precedence (cited in Costello et al 2004:1167).
The importance of including TBAs was asserted, where women often valued their care (Kamal 
1992; Kamal 1998; Kruske & Barclay 2004; Nessa 1995; Piper 1997; Potts et al 1983; van 
Roosmalen et al 2005). Minden and Levitt (1996:103) contended TBAs were a “natural 
resource”, but their “central role” had “become obscured in the debate around [maternal 
mortality prevention]”, and this resulted from a narrow “crisis management” approach, rather 
than a broader community development orientation which would engage community 
practitioners rather than ostracise them. Essentially, biomedical and social views of health and 
birth clashed. Buttiens et al. (2004:653), while mainly focusing on immediate mortality 
antecedents and attendants’ technical skills (ignoring latent social determinants), also 
acknowledged the accessibility and cultural acceptability of TBAs, and the shortcomings in 
relational skills of some health professionals. While inequalities such as financial, logistical and 
cultural barriers to service use were also identified (Anwar et al 2008; Gabrysch & Campbell 
2009; Hatt et al 2007; Houweling et al 2007; Islam 2007; Kunst & Houweling 2001; Magadi et 
al 2003; Sibley et al 2004), utilisation was often linked with acceptability and perceived quality 
of care, including “mother-friendly” services (Table 3.2.2), and it was argued TBAs could 
effectively complement formal services (Kruske & Barclay 2004; Sibley et al 2004a).
It became apparent that international agencies were not willing to strengthen or change their 
approaches (eg revise training appropriateness) (Starrs 1998; WHO 2005b:70), rather they 
changed strategies (Walraven & Weeks 1999), and as was found historically, local beliefs, lay- 
midwifery knowledge and experiential skills were undervalued and denigrated by a hegemonic 
biomedical value system. Measurement of “skilled attendance” was also problematic where 
data simply recorded the “presence” of attendants, rather than care quality (Hussein et al 2004). 
Davis-Floyd et al. (2001) concluded that lay-midwives were more professional than was 
recognised -  they were found to be highly educated, open to new methods, and experienced in 
their community birth systems. Contrasted with western ‘cosmopolitical’ biomedical birth
authorities, traditional midwives’ vision and mission was to collaborate with nature.
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Local meanings around reproduction, as well as women’s rights, needs and preferences, were 
often given too little attention in paternalistic SM strategies focused on maternity workforce 
professionalisation (Walraven & Weeks 1999). While ‘professionalising’ is an admirable long­
term aspiration, it requires considerable resources (Walraven & Weeks 1999), and serious 
deficiencies in community-based care remain in many contexts. It has been estimated that 
training adequate numbers of community-based midwives, at current capacities, would take a 
minimum of twenty years, but recruitment and retention to dispersed, rural populations is also 
problematic, therefore inequities will persist for the already marginalised and disadvantaged 
(Buttiens et al 2004). There is perhaps, a recognition of these failings (or neoliberal financial 
imperatives -  rapidly rising costs from increasing medicalisation), but true integration and 
revaluing of local midwifery knowledges may also be emerging (Braine 2008; Wilson et al 
2011).
Emergency Obstetric Care (EmOC)
The direct obstetric causes of maternal deaths are widely known and are consistent in most low- 
income countries: “haemorrhage, infection, eclampsia, obstructed labour and unsafe abortion 
...[and] in many situations over half of maternal deaths occur during the postpartum...” (WHO 
2005b:xxi). The Averting Maternal Death and Disability (AMDD) program (AMDD 2003), and 
others (Maine & Rosenfield 1999) contended that ensuring access to EmOC should be the key 
component of initiatives aimed at reducing mortality, and Paxton et al. (2005) argued “strong 
evidence” supported this. Others have disagreed, arguing the assertion was theoretical, based on 
“non-causal data” (Miller et al 2003:14). Miller at al. (2003) also noted the common 
assumption that maternal deaths resulted from a lack of appropriate care, because most occurred 
outside facilities.
EmOC is a services package focusing on adequate access to timely and quality life-saving 
clinical interventions for pregnancy-related complications. The UN process indicators were 
developed and designed as a needs assessment tool to determine, monitor and evaluate 
access/coverage, use, met need, and quality of EmOC, and have been widely-used (AMDD 
Working Group on Indicators 2002; 2002a; 2003; 2003a; Bailey 2005), along with technical 
support (Gbangbade & Paxton undated; Paxton et al 2003; UNICEF/WHO/UNFPA 1997; WHO 
2009a). The main problems associated with EmOC (Rath et al 2007) were inequitable 
distribution of services/access, low utilisation in some settings even where services were 
accessible, and poor-quality (Section 3.2). Tools were developed to address training and care 
quality (EngenderHealth 2001; Penny & Murray 2000). Some successes have been reported 
(within data limitations), where a notable reduction in maternal deaths (primarily those due to 
haemorrhage) occurred (Fournier et al 2009). Other strategies succeeded in addressing some 
identified health services barriers to better care, but mortality outcomes were unknown
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(Clapham et al 2005; Figa'-Talamanca 1996). The UN tool was also used in Southern Thailand, 
where access was determined sufficient (in theory), but caesareans were higher than 
recommended (Liabsuetrakul et al 2006; Liabsuetrakul et al 2007).
In summary, ‘safe motherhood’ came about following a realisation of the enormity of avoidable 
maternal deaths. The moral imperative to act meant international strategies were asserted 
without sufficient evidence of their effectiveness or the conditions under which they should be 
implemented. Debates continue over which strategy focus is most effective. A multi-strategy 
approach where broader public-health measures are backed up by quality EmOc is 
recommended, as community-based interventions can address the important underlying 
determinants, reach the marginalised, and increase demand (Costello & Osrin 2005; Costello et 
al 2004).
3.4 Evidence for Effective Birthing Care
Assumptions about maternity and safe motherhood policy, strategies and practices appear 
common. However, researching maternity care necessitates an evidence review of outcomes 
and impacts of policies and strategies, the efficacy and safety of various care models and 
practices, evidence of risks and benefits, women’s experiences, while for health systems, equity 
issues and cost-effectiveness are also important considerations. Diverse discourses and tensions 
must also be recognised. As presented (Section 3.1), new technologies and interventions 
including an institutionalisation policy, were introduced, marketed, and adopted without sound 
evidence of benefit or adequate assessment of effects. Similarly, these were ‘exported’ to 
emerging countries (Sections 3.2, 3.3). Even recently, Chauhan et al. (2006) reviewed obstetric 
recommendations of the American College of Obstetrics and Gynaecology (ACOG) finding that 
only 23% were supported by “good and consistent” evidence. Table 3.2 outlines some key 
aspects of optimal birthing care.
Two birth “world-views” have been identified, a physiological and a biomedicalised approach 
(Mead 2004). Maternity systems, policies and models of care (while enacted through various 
forms), essentially stem from either philosophy, supporting either approach. A physiological 
approach74, seeks to minimise use of technology or interventions when not indicated (i.e. 
appropriate use)75, and utilises a principle of fully-informed decision-making (Mead 2004). 
Conversely, a biomedical view is based on ‘body-as-machine’ i.e. labour and birth are risky and 
pathological, requiring technological means to monitor and intervene; purporting to reduce risk 
(sometimes prophylactically) and improve outcomes. Both approaches claim to be evidence- 
based. Mead (citing Tew 2004) asserted, good intentions (wanting to reduce maternal and 
perinatal mortality and morbidity), gave impetus for introducing new technologies and
74 Based on a view oflabour and birthing normality, unless it indicates otherwise.
75 Or conversely, challenges the inappropriate use of technology and interventions.
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interventions, however, the evidence-base was inadequate, and instead these contributed to 
increasing morbidity through medicalisation and a rise in caesareans, without improvement in 
neonatal outcomes.
Epidemiological analysis allows for the statistical computation of risk as produced in a 
controlled environment76(Rhodes 1996), and within this framework, evidence and risk can be 
produced and evaluated. Epidemiological evidence is unequivocally useful, and can 
demonstrate effectiveness -  that intervention is better than no intervention77, and to analyse how 
effectiveness and risks might change in various contexts. However, who defines what counts as 
‘evidence’, and “whose evidence counts” (subjectivities) must also be considered. The right to 
treatment of “risk” has also raised ethical dilemmas (Clarke et al 2003:173).
Evidence is accumulating on the benefits, safety and importance of various components of 
birthing care and models, as well as harms and potential risks (Table 3.2). Block (2007:153) 
cited Cochrane reviews describing “optimal maternity care” according to six characteristics:
“(i) labour begins spontaneously; (ii) women have freedom of movement during labour; 
(iii) interventions are medically justified rather than routine; (iv) women have 
continuous emotional and physical support; (v) pushing occurs in any position but flat- 
on-back; (vi) mother and baby are not separated”.
3.4.1 Perinatal and Neonatal Outcomes
Perinatal, neonatal and infant outcomes data have indicated that a high proportion of mortality 
and morbidity is associated with prematurity * (and associated low birth weight, LBW) 
(Behrman & Butler 2007; Kramer et al 2000; Saigal & Doyle 2008), infection (cited in Beck et 
al 2010), intrapartum-related factors such as birth asphyxia (Commonwealth of Australia 1995; 
Lawn et al 2005a; Lawn et al 2005; Lawn et al 2009; Lawn et al 2006), and congenital 
abnormalities. However, prevalence figures for LBW have been shown to be substantially 
underestimated (Blanc & Wardlaw 2005), as has perinatal mortality and stillbirths (Stanton et al 
2006; Wu et al 2003).
While clear social gradients exist for these factors, some have asserted institutional care is 
fundamental to reducing perinatal and neonatal morbidity and mortality (Feng et al 2011). 
Technological innovations have been used in attempts to reduce the incidence of these risk 
factors, however, preterm birth (PTB) rates have been stable or rising in developed countries 
(cited in Goldenberg & Culhane 2007:586S), and a large proportion of this increase has been
76 Meaning that when conducting “gold standard” epidemiological research (controlled trials), selection 
and controlling o f study factors, means that ‘lab’ conditions are created for study/analysis, which are 
‘abstracts’ of real-world social settings and interactions.
77 The principle o f '‘nil nocere', see (Wagner 2000).
7X Also called preterm birth (PTB).
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related to “medically indicated” PTBs in the USA. PTB rates have also been increasing in some 
middle-income countries (Barros et al 2005), which has been partially attributed to a rise in 
multiple births resulting from assisted conception increases (Zupan 2005). Moreover, 
environmental factors (including manual work and air pollution), social and economic 
disadvantage and related maternal stress and stressors (including nutritional deprivation), have 
been shown to increase the risk of poor perinatal outcomes, including PTB, in a variety of 
settings (Ashdown-Lambert 2005; Behrman & Butler 2007; Black et al 2008; Gisselmann & 
Hemstrom 2008; Haas et al 2005; Institute of Medicine 2006; Kramer et al 2009; Mohsin et al 
2003; Mortensen et al 2009; Murphy 2007; Ruiz et al 2002; Wu et al 2003). Maternal malaria 
has also been shown to be a major determinant of poor perinatal outcomes, often related to birth 
gestation and/or weight (Luxemburger et al 2001; Shibuya & Murray 1998; Taha & Gray 1993; 
Van Geertruyden et al 2004).
Technological intrapartum care has been advocated as the priority for reducing perinatal 
mortality and improving newborn health (Hofmeyr et al 2009; Knippenberg et al 2005; Lawn et 
al 2005a; Lawn et al 2009; Lawn et al 2009a; Wall et al 2009). Improvements in the social 
determinants79 have also been argued for (Azad et al 2010; Reichman & Teitler 2003; Ricketts 
et al 2005; Tripathy et al 2010), while others recommended integrated approaches (Andajani- 
Sutjahjo & Manderson 2004; Bhutta et al 2005; Blencowe et al 2011; Blencowe et al 2010; 
Darmstadt et al 2005; Graham et al 2006; Lawn et al 2009b; Lee et al 2009; Martines et al 2005; 
Murphy 2007; WHO 1996b). Since stillbirth was found to account for >50% of perinatal deaths 
globally80, and one-third of stillbirths were believed to have occurred intrapartum (thus arguably 
avoidable) (WHO 2007d), the intrapartum care argument seems supported, however, 
classification was problematic (Kramer et al 2002).
Regarding LBW and cerebral palsy (resulting from asphyxia), Wagner (200LS27) concluded 
there has been “no significant improvement in ...[rates in] industrialised countries” for 20 years, 
despite highly technological delivery care. Smith & Dixon (2007) asserted intrapartum events 
only accounted for around 10% of cerebral palsy, and rising incidence was related to extremely 
preterm babies surviving. Wagner (2000; 2001) reported an observed slight decrease in early 
neonatal mortality (from 1990) believing it to be related to neonatal care capacity, and not to 
obstetric care.
Examining declining infant mortality historically, Rashad (1994) found that “[mortality] 
reduction was clearly related to improvements in socio-economic circumstances and in living 
conditions”, and this conclusion was supported by Woods et al. (1989) who additionally found 
breastfeeding practices; declining fertility; improvements in women’s education, food quality,
79 Factors that affect the health of the mother and determine access to care.
80 The vast majority occurring in developing countries.
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and midwifery care; and ante and postnatal initiatives important. Loudon (1991) acknowledged 
understanding of historical neonatal mortality determinants was lacking, however noted that 
early neonatal mortality became predominant in the 20lh century81. Tew (1986:659) concluded 
that perinatal mortality was higher when “obstetric intranatal interventions” were used than 
when little used, even after adjusting for “higher pre-delivery risk status of hospital births”. A 
“deleterious effect of interventions on the incidence of LBW and [PTB] and their associated 
mortality” was found (Tew 1986:659). Similarly, Barros et al. (2005:847) warned of “excessive 
medicalisation” where observed increases in PTB “seemed to result largely from caesarean[s] or 
inductions”. It was also found in the UK that “the overall increase in babies bom by [caesarean] 
has not been accompanied by a measurable improvement in [infant] outcomes...” and that 
“...reduction in the level of unnecessary interventions also results in a reduction of unnecessary 
complications” (NHS Institute for Innovation and Improvement 2011:1).
A causal correlation between hospitalisation, obstetric interventions and perinatal mortality 
reductions, has been challenged. An analysis of hospitalisation and perinatal mortality trends82 
showed “when ...increases in hospitalisation were greatest... decreases in mortality were least, 
and vice versa” (Tew 1998:345-6). Other analyses concluded “with a high degree of confidence 
that if hospitalisation had increased proportionally less, perinatal mortality would have fallen 
proportionally more” (Campbell & MacFarlane 1986; Tew 1986; 1998:345). It would seem 
maternal and perinatal mortality rates (PMRs) were falling (as was general mortality) due to 
many factors, and this would have continued “in the absence of ...obstetric treatments” (Tew 
1998:35-6). An analysis of 1954-1986 data from several settings82 showed that hospital births84 
had significantly higher PMRs compared with out-of-hospital births (adjusting for risk status 
found no difference or the result unchanged), additionally, birthplace, and obstetric/midwifery 
care comparisons showed the same result88 (see data tables Tew 1998:330, 343, 349, 351).
It has been asserted that hospitalisation in resource-poor countries has reduced neonatal 
mortality (Feng et al 2011), however, results have been equivocal in some settings where 
“inappropriate medicalisation” was believed responsible and a warning issued “it is unwise to 
assume that the wholesale adoption of medical activities will lead to better childbirth outcomes” 
(Costello & Osrin 2005:826). It was asserted that “ ...medicalisation might be an 
inappropriately narrow strategy to tackle a public-health problem”(Costello & Osrin 2005:826). 
As found historically, factors other than hospitalisation have improved newborn outcomes. 
Shrestha (2007) found access to village midwives was associated with reduced neonatal
81 As opposed to post-neonatal in the 19th century.
82 England and Wales, 1969-1981.
83 England, Wales and the Netherlands.
84 Assuming more obstetric monitoring with possible interventions, and neonatal care facilities.
85 Higher PMRs for obstetric hospital-based care versus midwifery care in hospital or at home.
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mortality, in the Nair et al. (2010) review, community-based interventions were important, and 
Bhutta et al. (2008) found PTB, LBW, small-for-gestational-age and pre-eclampsia86 could be 
reduced by pregnancy supplementation. Despite high caesarean rates87, no improvements or 
higher neonatal morbidity and mortality have been found in some settings (Althabe et al 2006b; 
Barros et al 2005; Belizan et al 2007; Belizan et al 2006; Leung 2007; Villar et al 2006).
Surveillance and Monitoring
Surveillance is routinely performed in pregnancy and birthing, based on an expectation of 
pathology, risk-aversion, and premise that ‘deviations’ from ‘normal’ must be detected and 
treated. Monitoring can indeed enable some conditions to be effectively diagnosed and treated, 
avoiding potential harm. However, the establishment of routine observations and procedures 
still practiced in ANC regimens globally, were frequently not evidence-based, and some 
technologies enthusiastically adopted (eg x-ray), were later found to be harmful (Wagner 1994).
Much debate continues around the appropriate use of invasive monitoring technologies, such as 
electronic fetal monitoring (EFM), despite rapid uptake in the absence of good evidence 
(Greene 2006; Nelson et al 1996) (Table A2). Many believe the promises of EFM have been 
unfulfilled (Greene 2006; MacDonald 1996; Nelson 2003), and the importance of informed 
decision-making was emphasised (Alfirevic et al 2008). Researchers have concluded that 
“despite a 5-fold increase in ...caesarean[s] ...based, in part, on the electronically derived 
diagnosis of ‘fetal distress,’ cerebral palsy prevalence has remained stable” (cited in Nelson 
2003:1767). Furthermore, Greene (2006:2248) stated regarding these points that new 
technologies must now be invented “to mitigate the unintended and undesirable consequences of 
[the] last ineffective, but nonetheless persistent, technologic innovation”. Additionally, Wagner 
(1994:158-165) highlighted the need to balance spending in developing countries where 
expensive EFM technologies were sometimes desired rather than low-cost, effective, 
population-based interventions likely to support broader health improvements.
Ultrasonography is another screening and monitoring tool used routinely, and often overused, 
which lacks proper evaluation, and for which safety questions remain (MIDIRS 2005). 
Scanning inevitably produces false results about which significant anxieties can occur, and a 
clear medical justification should be necessary for all exposures (MIDIRS 2005). Many ethical 
issues and obligations around duty of disclosure/care, fully-informed consent and refusal for 
screening procedures have been recognised (Donovan 2006).
86
87
All significant factors in neonatal morbidity and mortality.
Higher than recommended, therefore, many without clinical indications.
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3.4.2 Birthplace and Birthing Outcomes
More women are choosing, planning and birthing in ‘alternative’ settings** in industrialised 
countries (Anderson & Bauwens 1982; Dodwell & Gibson 2009; Kay et al 1988; MacDorman 
et al 2011; MacDorman et al 2012; Newbum 2003; Newman 2008; O'Connor 2006). The 
influence of the birthplace has been researched, incorporating aspects of the physical 
environment and their effects on outcomes including experiences. In general, studies evaluated 
three outcomes (i) mortality and morbidity (ii) intervention rates (iii) features of the built 
environment affecting women’s and partners’ experiences and caregivers’ practices. Bortin et 
al. (1994) criticised the narrow criteria used for evaluating homebirths89, and argued for multi­
factorial analysis including ‘woman-centredness’, the influence of the environment, and the 
appropriate use of technology90.
On safety, one analysis concluded:
“...There is no evidence that hospital births are any more or less safe than those ...at 
home or in ...midwifery units for women ...without identified complications. A 
number of ...studies suggest that although the reduction in perinatal mortality coincided 
with the move to hospital birth, the association was largely coincidental” (sources cited, 
MIDIRS 2005:73).
Similarly, a Cochrane review stated “the change to planned hospital birth for low-risk ...women 
in many countries ...was not supported by good evidence” (Olsen & Jewell 2009:2). However, 
policy has not often been evidence-based (Campbell & MacFarlane 1986; Wagner 1994). 
Measurement and methodological limitations have hampered sound conclusions, eg 
randomising birthplace is unethical91; measurement has focused on mortality (a rare event); 
comparisons of some crude outcomes is problematic; selection bias can confound (MIDIRS 
2005); statistical power can be challenging. Poorer outcomes were asserted in some studies 
(Kennare et al 2010; Symon et al 2009; Wax et al 2010), or comparable results (Declercq et al 
1995), however clear methodological biases were present92 (Campbell & MacFarlane 1986; 
Wagner 1994). More recently, large-scale studies have challenged the assumption that hospitals 
are safest, finding that for low-risk women, midwifery-led units had equal perinatal mortality 
and neonatal morbidity outcomes while lower maternal morbidity from interventions 
(Birthplace in England Collaborative Group 2011) (see Table A2, point 3). Moreover, out-of- 
hospital options were more cost-effective (Schroeder et al 2012). Cahill (2001:340) concluded 
“the enforced hospitalisation of labouring women can no longer be justified on safety grounds”,
** Although still a small proportion.
89 i.e. mortality.
90 Later in this dissertation I use the term “birthing ecologies” to look further at the broad interactions 
between environments, participants and outcomes.
91 Hence no randomised controlled trials (RCTs) exist or are likely.
92 Included planned as well as unplanned homebirths, included diverse client risk groups i.e. high-risk 
women.
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while Campbell & MacFarlane (1986:682) stated, “no evidence” exists “to support the claim 
that the safest policy is [universal] ...hospital [birth]”. Generalisability can be questioned, but 
setting-specific evidence is lacking.
Furthermore, real choice on birthplace is often limited, largely by system issues and constraints 
on services availability and/or investment in services quality (McCourt et al 2012; Richards 
1982). Additionally, limited and biased information; restrictions placed on midwifery 
autonomy and/or unwillingness to provide obstetric backup; legal and/or insurance issues; 
opposition, rivalry or other attitudes of health professionals; a predominant belief that hospital 
birth is safer (Alberman 1986; Declercq et al 2001; Dodwell & Gibson 2009; Ellwood 2008; 
Hafner-Eaton & Pearce 1994; McCourt et al 2011; MIDIRS 2005; Newman 2008; Pesce 2010; 
RCOG 2011; RCOG/RCM 2007; Schmid 2005; van Daalen 1987); and a pervasive 
misconception that declining perinatal mortality between the 1960s-1980s resulted from more 
hospital births (Campbell & MacFarlane 1986; MIDIRS 2005:73; Springer & Van Weel 1996).
Safer Motherhood? Institutionalising Birth in Industrialising Settings
While acknowledging in 1985 that “...it has never been ...proven that ...hospital is a safer place 
than ...home for a woman who has had an uncomplicated pregnancy to [birth]” (cited in 
Wagner 1994:14), the WHO has been encouraging universal institutionalisation (WHO 2005b). 
Middle-income countries have shown hospitalisation trends, and subsequent significant rises in 
obstetric interventions, where caesareans have been considered “epidemic” in China and Brazil 
(Table 3.2.1). In some settings, mortality and morbidity outcomes have improved, but an 
association is not evidence of causality. The attribution of improved maternal outcomes to 
institutionalisation is questionable on three accounts (i) where mortality has reduced while a 
high proportion of homebirths or limited care capacity remain (cited in Costello et al 2006:1478; 
Eckermann 2006; Li et al 2007; Mudur 2012; WRAI 2002), (ii) where severe morbidity and/or 
mortality have remained high (or increased) despite high proportions of institutional births 
and/or “qualified medical assistance” (cited in Costello et al 2006:1478; Cragin et al 2007; Prual 
et al 2000; Stanton 2008), and (iii) where mortality declines have been unaffected by skilled 
attendance and/or facility-based birth increases (Chowdhury et al 2007; Ronsmans et al 1997).
The mainstreaming of institutionalised, obstetric-led care, lacks evidence, and denies women 
evidence-based quality care that is woman-centred, while limiting birthplace and caregiver 
choice. An obstetrics-dominant system demonstrates medical hegemony and paternalism as 
found historically -  attitudes that women are incapable of comprehending the complexities of 
biomedical risk43 (information is withheld), simultaneously devaluing their (and their families’) 
needs. It implies there are no healthy women or uncomplicated pregnancies in these settings;
93 “We know what’s best for you”.
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that all births ‘ideally’ be attended by hospital-based physicians, and ‘professional’, 
biomedically-trained and supervised nurses. The question of a woman’s right to quality care 
and to choose her birthplace in non-industrialised settings is important, as women often exercise 
their right to resist biomedicalisation (Hoban 2002; Ishikawa et al 2002). It has been asserted 
that if health systems do not support women’s choice of birthplace, they may be forced into 
free-birthing (Section 3.1). Conversely, China has piloted a midwifery-led unit in partnership 
with UK midwives (Cheung et al 2011; 201 la; Cheung et al 2009), recognising the undesirable 
outcomes and limitations of mass-medicalisation; women’s right to care options; the evidence in 
support of midwifery-led care and “alternative” settings; the potential to promote positive, 
health-enhancing births; the scope of midwifery practice and midwives’ ‘specialist’ skills for 
normal birth; and pragmatic resource-use issues requiring cost-effectiveness.
3.4.3 Models of Care, Maternity Systems and Birthing Outcomes 
Normal Birth: Definitions and Expectations
Despite innovations enabling increased reproductive diagnosis and surveillance, and improved 
efficacy of surgical methods, it is acknowledged that science has not outdone nature, and the 
WHO (1996) considers approximately 85% of women could birth spontaneously. However, 
spontaneous labour and births are uncommon (Downe et al 2001; cited in Kitzinger 2006:36-39; 
Maternity Care Working Party 2007). ‘Non-interference’ is not well understood in 
industrialised (and increasingly industrialising) countries, where assorted technologies are 
frequently used, and many aspects of our lives are controlled, making them orderly and 
predictable, which birth, inherently, is not (MIDIRS 2005:142; RCM 2004). ‘Normal’9,4 birth is 
an infrequent event (Page 2003), where, high surveillance identifies more apparent ‘risks’, and 
interventions are undertaken (Maternity Care Working Party 2007), some so frequent and 
routine they are now commonly accepted as ‘normal’ (MIDIRS 2005). From her world-wide 
observations, Kitzinger (2005:7) stated “it is tempting to think of the technocratic [birth] 
model... as ‘normal’, and of all other birth cultures as aberrations... Yet if we look at birth 
from a global perspective throughout history and across cultures, it is this medicalised model 
that is strange”. Hauck and colleagues (2007) considered whether changes in women’s 
expectations (to the bare minimum) were “contributing to the increasing technocratic 
approach... and the resulting devaluing of the normal birth experience...”. Conversely, Jordan 
& Davis-Floyd (1993:132) concluded that “demedicalisation” was occurring in western 
countries, where “traditional ...practices may ...again become legitimate in the very places 
...they [were] eradicated”.
Defined as “supported physiological birth”.
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Many obstetric definitions of ‘normal’95 have been challenged with emerging evidence (Jenkins 
& Inhorn 2003; MIDIRS 2005; Walsh 2007a). For example, large variations in ‘normal labour 
progress’ have been found, and linear patterns96 may not be ubiquitous (Walsh 2007a). 
Although definitions of normal birth have been determined (1996) the uniqueness of normal for 
each woman has also been recognised (Earl 2004). Despite the recognition of 
overmedicalisation and efforts to “promote normal birth”, there remains a lack of outcome 
measures focusing on “optimal normalcy” (Murphy & Fullerton 2001), although tools are under 
development97 (Chalmers & Porter 2001; NHS Institute for Innovation & Improvement 2006; 
Sandin-Bojo & Kvist 2008). The National Childbirth Trust (NCT) (2010) argued normal birth 
should be a “measure of [care] quality...”, while Gibson (2011:268) questioned the “continued 
use of an obstetrical model originally developed to treat high-risk pregnancies, complications 
and emergencies as the standard for healthy ...women with normal pregnancies”. She argued 
that both physiological and medical care can be used as appropriate.
Conceptualising Birth: Modern-World Paradigms
On philosophical birthing approaches, a social model and a pathological view have been 
described. Medicine has largely succeeded in defining birth as a pathological event (Rothman 
1982), however, others arguing for alternative definitions contended the acceptance of these is 
dependent on “the [participants’] power...” (Rothman 1982:165). Paradigms are essentially 
grounded in different “world-views” (Wagner 1994:39), and reflect somewhat, models of health 
-  biomedical or social -  espoused by the WHO98 (Walsh 2007a). These philosophical views 
shape maternity policy and its implementation -  the dominant model in most industrialised 
countries since hospitalisation and medicalisation is biomedical. However, since the evidence- 
based care movement, the clear lack of evidence supporting many obstetric interventions 
(Wagner 1994), and the recognition of women’s birthing rights, demand for social models of 
maternity care has been increasing.
Three birthing belief systems were described by Davis-Floyd (2001). In the biomedical realm is 
the technocratic/technological model which has a foundation in scientific mechanisation 
(involving surveillance, interventions), while social views include the humanistic, and holistic 
care models -  the humanistic being rights and evidence-based (quality care as a human right); 
the holistic based in spiritual, intuitive approaches (see also Wagner 1994:30). While 
dichotomising these models under typical features, commentators suggested oppositional 
distinctions were not clear cut, arguing for a recognition of complexity (Wagner 1994; 2007a),
95 For example: the partogram, promoted and used around the world to assess labour ‘progress’ was 
developed from the observations of Friedman who defined a ‘normal’ length of labour in three stages, 
from a small, non-representative sample.
96 The three stages defined by obstetrics.
97 Including the ‘Bologna Score’.
98 Health is not merely the absence of disease...
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while Rooks (1999) argued for conceptualising care in terms of a continuum. Midwives often 
work within hospital-based, “medically-managed”, technological models, which has been 
described as the “medicalisation of midwifery” (Rothman 1982:248). While midwifery 
philosophy aims to support normal birth (Lavender & Kingdon 2006; Rosser & Anderson 1998), 
some obstetric societies have also affirmed their support (SOGC 2008).
Keeping Birth Normal and Woman-Centred
Following their basic philosophies, the models outlined apply various practices and principles. 
Johnson & Davis-Floyd (2006:510) described an “ethic of midwifery caring” through which 
autonomy is fostered. In considering this foundation, it can be seen how care differs to that 
practiced under a biomedical model. This ethic:
“acknowledges that midwives: (i) realise ...context is not neutral but rather sets the 
stage for connection or disconnection; (ii) build a personal dimension into the 
professional relationship; (iii) recognise ...emotional well-being is as important as 
physical well-being; (iv) offer concrete, particular information as an essential criterion 
for creating a shared knowledge base; (v) encourage [clients’] critical thinking...; (vi) 
promote the woman’s belief in body efficacy and ...integrity through conversation; (vii) 
value and respect the woman’s desires and definitions of the situation, and honour her 
intuition and their own as important adjuncts to rational knowledge”.
Additionally, during birthing, three further dimensions were added, midwives:
“(i) hold a conceptual space within which the woman can give birth according to her 
desires and needs; (ii) keep the woman centre-stage as the main actor, supporting her in 
remaining there even when she doubts her ability...; (iii) normalise uniqueness -  
...within [safety] parameters, ...affirm that what is happening... is normal for that 
particular woman in that place at that time..., thereby helping the woman to avoid 
perceiving individual peculiarities of her birthing ...as pathological and thus 
maintaining her sense of ability and self-confidence” (Davis-Floyd & Davis 1997).
It was found that the application of this ethic, generated in women a sense of embodied power 
(Johnson & Davis-Floyd 2006:510), and that midwifery philosophy and belief in normal birth 
influenced midwives’ actions and care, enabling women’s empowerment (Powell Kennedy & 
Shannon 2004).
Medical Delivery
Upon assessing effective birthing care evidence, Enkin et al. (cited by Page 2001 a:S84) 
concluded “it is inherently unwise, and perhaps unsafe for women without complications to be 
cared for by obstetric specialists, even if the required personnel were available”. Medicine 
(diagnosing pathology), and surgeons (trained to perform surgery), are at the core of obstetric 
practice, so inevitably these are the outcomes. Hospital studies have uncovered many ritualised 
aspects of biomedical birthing, and many performed regularly were found to have no scientific 
basis, and/or were frequently used inappropriately, and some were determined harmful (Enkin et
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al 2001). Examples included ritualised ‘management’ of the second stage and “ceremonial 
dress” (Kitzinger 2005; 2006). The ‘tethering of the body’ was described, when women were 
“put to bed” in hospitals world-wide. Monitoring processes were also often ritualistic. Ritual 
cleanliness, the de-personalising of a woman’s genitals was described, their isolation and 
exposure, during creation of “the obstetric myth”, the sterile field (Callaghan 2007; Kitzinger 
2005:4; Stewart 2005; Wood & Foureur 2007). The nature of healthcare professionals’ 
socialisation, as “privileged and powerful”, was also believed responsible for institutional 
violence including “rituals of subordination”, believed to be used to “demonstrate 
...professional power... restore hierarchy and ensure obedience” (d'Oliveira et al 2002:1683). 
Obstetric metaphors have also been used in marketing the medical model (Kitzinger 2005).
A cultural, anthropological lens using ethnography has been used to study/ birthing and birthing 
care in diverse contexts (Davis-Floyd 2000; Davis-Floyd 2001; Davis-Floyd 1987; 1990; 1994; 
2003; Kitzinger 2006; McCourt 2009). These studies aimed to document and understand 
meanings and significances associated with reproduction, birthing and related behaviours and 
practices in different ‘cultural’1” contexts. Walsh (2006), Wagner (1994) and others, analysed 
features of maternity services offered in hospital units, and by the nature of these bureaucracies 
concluded, birthing had been reduced to assembly-line, industrial, and mechanistic models of 
operations, production and output100, according to Fordism and Taylorism management 
principles (Walsh 2006; 2007a); there was largely unregulated use of technologies (Wagner 
1994); and economic gain was the main incentive (Perkins 2004). Recognising the potential for 
‘technolust’ to result in overuse, the WHO published “appropriate technology” guidelines, 
wherein recommendations were made for restricted use of technologies, and for rigorous 
monitoring and evaluation (Chalmers 1992; Chalmers 2003; Wagner 1994; 2000; WHO 1985a; 
b). However, interventions continue to increase.
Maternity Systems
Besides important cultural influences at the individual, professional and 
institutionaForganisational levels, De Vries et al. (2004) compared systems -  how maternity 
care design is structurally different in different cultural contexts, and how services use is vastly 
different. This study analysed the UK, US, Finland and the Netherlands finding wide variation 
in the proportion of homebirths, primary attendant, infant mortality and caesareans. The US 
maternity system differs in many respects compared with other western countries, with poor 
results, despite high expenditures on medically-managed birth (Amnesty International 2010; 
Block 2007; CIMS 2008; Wagner 2006). A US national survey indicated only 2% of women
99 That is, organisational culture.
100 Elsewhere termed an “engineering” model.
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had “optimal” experiences (according to best evidence), and few “baby-friendly” 101 and/or 
“mother-friendly” 102 hospitals were found (Block 2007:153), while major inequities were 
documented (UNICEF 1999d).
Various maternity models dominate in different countries, and this was the result of many 
factors including historical antecedents, available resources, political will. In one State 
jurisdiction in Australia, six main care models were found, and five models less frequently used 
(Bruinsma et al 2001), notwithstanding, many models are not widely available (Maternity Care 
Working Party 2007). A key determinant of various outcomes102 in many maternity systems, 
was the acute division between the dominant model and ‘alternatives’, instead of mutual respect 
between caregivers facilitating good communication, collaborative practice and integration of 
care where necessary (Davis-Floyd 2003a; MacColl 2009; Maternity Care Working Party 2007; 
Smith & Dixon 2007). In some systems midwives practice independently (or autonomously), 
however, practice is still being restricted and technologised in both industrialised (Fleming 
1998) and non-industrialised settings, where over-bureaucratising has been found (Kitzinger 
2005). Lynch (2005:3) referred to “a medically-sanctioned” midwifery in the US, having 
transpired “by aligning itself within nursing”104, and relinquishing much autonomy. Conversely, 
landmark policy initiatives have shown that barriers to optimal care can be reduced (Welsh 
Assembly Maternity Working Group 2006).
Which Model(s) of Care Bring Optimal Outcomes?
Rates of many interventions were found to be significantly different based on private obstetric 
or public (midwifery) care, suggesting they are not always need-based (Dahlen et al 2012; 
Roberts et al 2000). Cammu et al. (2011:8) contended that “intervention^] in many countries 
are now well above ...level[s] at which substantial benefit for ...mother or baby can be 
achieved”, and evidence was found in static or increasing mortality, and in some morbidity 
rates105. They challenged broader “society”, to address this “pandemic”. For example, in the 
early 1900s, “prophylactic” episiotomy was advocated (Kitzinger 2005:6), however, evidence 
does not support this (Table A2). Episiotomy is a major morbidity (Haynes et al 2004a), often 
performed not because of need, but tradition, where women have also reported being given little 
information and/or choice (Kitzinger 2006).
Further to demonstrated benefits in low-risk women (Table A2, point 5), a California-based 
study demonstrated perinatal mortality was comparable for low and high-risk women who
101 The UNICEF and WHO global initiative.
102 A Coalition to Improve Maternity Services (CIMS) initiative.
103 Including mortality, morbidity and “near-misses”.
104 That is, evidenced by the dominance of “nurse-midwives”.
105 In the UK, maternal mortality reduced until the 1980s, but has not changed since (Smith & Dixon 
2007), in the USA it has been increasing.
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hospital birthed with obstetric-led care, as with midwifery-led care in out-of-hospital settings 
(Schlenzka 1999). Emphasising the importance of quality relational care, Darcy et al. (2001) 
and Bruinsma et al. (2001) found this more significant in women’s positive experiences than 
continuity of carers per se. However, it was also found that quality relational care was more 
likely achieved within midwifery-led continuity models compared with fragmented care (Hatem 
et al 2008; McCourt & Stevens 2005-06; McCourt et al 2006) (Table A2, point 4).
3.4.4 Women's Experiences
Birthing is a physiological and biological event, while also a time of vulnerability (WRA 2011), 
is socially and culturally constructed and subject to conditioning and control (Oakley 1980). 
Oakley (1980:8) and Kitzinger (2006) argued, that women’s reproductive experiences were 
“shaped by medical messages”, as reproduction has become medically-dominated, and women 
have relinquished their “right of control”. From their analysis of comparative viewpoints of 
doctors and mothers, researchers outlined key differences in perspectives on the meanings of 
birthing and parenthood (Oakley 1980; Richards 1982). The medical frame of reference was 
characterised by key features, one of which was “the selection of limited criteria of reproductive 
success, i.e. [mortalities]” (Oakley 1980:9-10), and this frame was believed to dominate 
maternity systems generally (Richards 1982).
As Oakley (1983) and Richards (1982) argued the biomedical view has taken precedence over 
mothers’106, and has been prioritised in maternity care policy, I contend this has occurred in 
diverse settings. While it is clear that resources allocation to maternal and newborn health is 
persistently inadequate, relative priority is evidenced by the appropriation of resources to 
definition, measurement, technical programmatic aspects, statistical and epidemiological 
research on mortality, as opposed to non-fatal morbidity (in a broad sense) and other outcomes, 
such as women’s cultural and emotional safety, birth as a health-promoting, empowering and 
transformative experience. As noted, the concept of “safe motherhood” has exclusively referred 
to physical safety (WRA 2011), and I assert that a mortality focus, the prioritising of biomedical 
‘risk’ factors, and a focus on biomedical care processes, have contributed to dehumanising and 
devaluing of women’s experiences.
The biomedical focus on the fetus has also been noted107, and Kitzinger (2005:3; 2006) posited 
“pregnancy is a medical process in which the fetus is a commodity that is monitored and its 
growth recorded and supervised. The mother is relevant only in so far as she is the container for 
the fetus...” This view has been resisted108 or internalised, where it was found that a healthy
106 That is, a focus on the extreme outcome -  death (and in some instances physical morbidity).
107 The theory of maternal-fetal conflict dating from the 18th century.
108 A woman who might refuse unnecessary medical interventions or desires a homebirth is considered 
“irresponsible and a risk to her baby” Kitzinger (2006:108).
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baby was the priority outcome for western women, although in Hauck et a!.’s study (2007) this 
was found to be a “lessening of ideals” when expectations of the birthing experience had not 
been met. Green et al. (2003:21) found contemporary women more likely to have “no 
expectations” regarding aspects of birthing care. Further, it was argued, an expectation of a 
“perfect baby” was prevalent (Chervenak et al 2010). In some studies, women were found to 
be largely satisfied with their maternity care, if a healthy baby was achieved (Chapter 2), 
however, measuring and analysing women’s satisfaction with care can be challenging, where 
“what is must be best” (Christiaens & Bracke 2007; van Teijlingen et al 2003; Waldenstrom et 
al 2000).
Subsequent to widespread medicalisation, and a rise in associated psychosocial morbidities 
(Fraser & Kramer 2000; Hofberg & Ward 2003; Kitzinger 2006), there has been an increased 
recognition of the importance of women’s birthing experiences, and acknowledgement that this 
outcome (correlated with various aspects of care), as well as women’s needs, have often been 
neglected and devalued in the biomedical model to which most western women are now subject 
(Kitzinger 2005; Oakley 1983; Wagner 2001). To a limited extent this has also been recognised 
in some emerging countries, eg Brazil, largely due to increasing medicalisation there has been a 
new focus on care quality, alongside a recognition of the need to address institutional violence 
(Misago et al 2001). It was believed reduced fertility and mortality had also brought about the 
new focus, where women now experience childbirth less frequently, but also the ‘childbirth 
education movement’ (late 20th century), which sought to demystify birth and raise awareness 
about medicalisation (Section 3.1). While the immediate challenges of adjustment to 
motherhood were recognised (Rogan et al 1997), longer-term morbidities (including depression 
and other psychological issues), have now been acknowledged, since postnatal women (and 
more recently male partners), have displayed acute trauma symptoms, related to dissatisfaction 
with care and high levels of obstetric intervention, feelings of loss of control and poor support 
(Creedy et al 2000; Czamocka & Slade 2000; Declercq et al 2008a). A global movement was 
initiated to “humanise birth” (Goer 2004; Misago et al 2001; Page 2001a; Santos & Siebert 
2001; Wagner 2001; Wagner 2003), and it was contended that both goals are complementary, 
“humanised birth is the safest approach” (Page 200FS55).
It has been argued that in settings where there is a recent history of high mortality, a ‘risk- 
memory’ means that women fear birthing more, and are more ready to adopt biomedical 
services to allay fears. However, in some settings, despite consistently low mortality levels, a 
new phenomenon of widespread or intense birthing-related fear ‘tocophobia’"19 has developed, 
and in comparison with normal pregnancy fears which can be positive, the intense fear has the 
potential to be “physically and emotionally disabling” (Eriksson et al 2006; Fisher et al
1114 Also ‘tokophobia’, “an unreasoning dread of childbirth” (Hofberg & Brockington 2000).
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2006:73; Hofberg & Brockington 2000; Melender & Lauri 1999). Fear was found to be related 
to a subsequent negative birth experience, and increases in elective caesareans (Waldenstrom et 
al 2006), while tocophobia was found to be higher in women with previous negative birth 
experiences (Haines et al 2011), thus a vicious cycle was identified (cited in Fisher et al 2006; 
Haines et al 2011). Page (2001:S55) stated globally, “women have learnt to fear birth” while 
Fisher et al. (2006:71) argued that the prevalence of such fear reiterated “the dominance of 
discourses constructing childbirth as ‘hazardous’ and ‘unpredictable’ and their internalisation by 
women”. Women sought “security” and reassurances from technological monitoring and 
services (Goberna-Tricas et al 2011). Conversely, Donovan (2006) described how prenatal 
screening generated anxieties in women, while purported notions of choice could be 
contradictory in this context.
Being in Control, Birth Choices and Support
Humanised birth has been defined as “treating each mother as an individual and respecting her 
right to be involved in decisions about her care, and showing sensitivity to her desires and 
feelings”, and this has been argued as “crucial to safe and happy birth” (Page 2001a:S87). 
However, a “burden of choice” was also described in relation to decision-making after 
routinised prenatal screening (Donovan 2006). Kitzinger (2005:3) analysed women’s 
experiences in terms of the messages communicated through medical procedures, eg in 
pregnancy dating, the woman’s knowledge was “deemed irrelevant”, the “authoritative 
knowledge is specialised and dictated by an ultrasound scan...”
Summary
What was notably absent from the early histories was the voices and reproductive experiences 
of women, these being represented by ‘interested’ others, but this changed during the 20lh 
century feminist movement. I contend that in the current policy climate of “safe motherhood”, 
there is a danger of birth becoming over-politicised at the expense of the personal and social. 
The launch of the Safe Motherhood Initiative in 1987, focused attention on the 500,000 women 
dying annually around the world from pregnancy-related causes. For twenty years the campaign 
progressed through various strategies and policy recommendations, but with little global effect. 
Medicine as a tool of colonisation was found to be effective in undermining Indigenous 
knowledge systems, establishing a medical marketplace and the supremacy of biomedical 
knowledge. Local birthing systems were also challenged and plural systems are being 
negotiated, where some technologies and innovations have been selectively adopted. In some 
contexts biomedical birthing models have been rejected, despite strong political, social and 
economic pressures. While technology was often viewed in these contexts as modem and 
progressive, it seems informed decision-making -  taking into account benefits and risks, has
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been largely absent, as has evidence of effectiveness, both historically and in contemporary7 
times. Analysis from the Thailand context (Chapter 2), indicated that birthing has become 
largely hospitalised and obstetric-led.
At the dawn of the 21st century, diverse maternity care systems are apparent throughout the 
industriaiised-world. The dominant care model in the USA and Australia is obstetric-led, with 
its accompanying ‘industrial’ birthing culture. Mixed systems are found in the UK and various 
European countries, while the NZ system would be described as midwifery-led, and Canada has 
recently moved to this. The existing systems have clearly been influenced by historical factors 
as outlined, and distinctive features of these dominant models can be distinguished in the 
‘colonised’ countries to which they were ‘exported’. Within all these western systems mortality 
is low, but large differences thus inequalities, exist between and within. Notably, iatrogenic 
morbidity also varies considerably.
Evidence for the effectiveness of various interventions purported to improve birthing outcomes 
indicated tensions around diverse views of risk and disparate philosophical views of birth 
(social/biomedical). Evidence on women’s birthing experiences indicated women generally 
valued choice, autonomy, and information, while perceptions on the role of technology varied. 
While many population-level interventions (eg institutionalisation) have been declared 
successful in reducing maternal mortality in less industrialised settings, it has proven difficult to 
find sound evidence to support this claim. Attribution was often uncertain due to multi-factorial 
contributions. Improvements in environmental, socio-economic and public-health factors (eg 
improved sanitation, female education, and reduced fertility), had a major effect on maternal 
mortality decline.
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Chapter 4
Methods
Introduction
This Chapter presents the study design and methods, including the rationale and theoretical 
underpinnings. Denzin & Lincoln (2000a:4) explained the concept of the qualitative researcher 
as bricoleur, where various “tools” are used to produce an “emergent construction” or bricolage. 
Similarly, various approaches influenced this study design, and these are discussed. The 
qualitative methodologies, data collection and analysis techniques are described, and finally, the 
quantitative methods, datasets used and analysis strategies are also explained.
4.1 Methodology and Methods 
Critical Realism
Critical realism is the primary theoretical underpinning of this thesis (Archer et al 1998; 
Hedlund-de Witt 2012; Wikgren 2006). This epistemology acknowledges and seeks to expose 
underlying powers or mechanisms having real effects on the surface, and explores relationships 
between structure and agency (Wikgren 2006). Furthermore, this philosophy assumes that 
complex social phenomena “cannot be explained in terms of mechanisms or processes working 
at just one level”, rather a “stratified social reality” is ascribed (Wikgren 2006:11). 
Simultaneous to explaining ‘generative mechanisms’ (Archer et al 1998; Hedlund-de Witt 2012) 
is “a critique of their role in and influence on social action” (Collier cited in Wikgren 2006:14).
A Mixed-Methods Approach
A cross-disciplinary, mixed-methods study design was selected, recognising the complex and 
multifaceted nature of ‘the birthing transition’. An “ethno-epidemiological” approach (Small et 
al) was applied by combining population-level, epidemiological and systems data with 
ethnographic/sociological research methods. A concurrent mixed-methods design was 
described by Creswell (2003) (Figures 4.1), where he explained design features combining post­
positivist and constructionist orientations110. Ethnographic inquiry, according to Crotty
110 In the context of this dissertation, constructionist perspectives are reflected in the exploration of 
subjectivities, the offering of ‘understandings’, theory development -  where constructionist approaches 
incorporate ethnography, narratives, feminist theoretical foundations and methodologies (Anderson et al 
1990) .
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(2003:5) “seeks to uncover meanings and perceptions on the part of [research participants], 
viewing these understandings against the backdrop of the people’s overall worldview or 
‘culture’”. In this study, neither quantitative nor qualitative methods and data were privileged, 
instead both were synthesised as appropriate -  recognising strengths and limitations, with policy 
relevance as a key end point"1 (Creswell 2003; Goldsmith et al 2007; Pawson 2001; Pawson et 
al 2004; Trochim 2009). Such synthesis and eclectic approach, is desirable when addressing 
complex health and social phenomena (Pawson et al 2004; Tashakkori & Creswell 2008).
Figure 4.1: The Research Process in a Concurrent Mixed-methods Triangulation 
Strategy
Quantitative Qualitative
Quan
Data Collection
Qual
Data Collection
Quan
Data Analysis
Qual
Data Analysis
Data Results Compared
Source: (Creswell 2003:214)
A ‘concurrent’ strategy (Figures 4.1 & 4.2) facilitates the cyclic iterative process whereby data 
feedback into the investigation process (Grbich 1999), thereby enabling greater flexibility to 
pursue interest areas as they emerge, and to triangulate simultaneously across data types. 
Thailand-based fieldwork began in February and continued until October 2006, incorporating 
this concurrent process.
The purpose for adopting the mixed-methods approach was to conduct analyses at the 
population-level (using quantitative methods), to identify trends in health outcomes, and explore 
contextual understandings of individual perceptions and experiences using in-depth qualitative 
approaches. The diverse data used necessitated the application of various and appropriate 
analysis techniques according to the data type. For example, the approach to understanding 
older women’s experiences was informed by phenomenological theory which asserts “the world 
is known and understood contextually”, and while “one person’s world can never be fully 
apprehended by another”, this allows an expansion of “the boundaries of knowing by embracing 
the contextual and dynamic features of the world...” (Thomson et al 201 l:xvii). The increasing 
use and appropriateness of phenomenology in midwifery and birthing research were explained
' 11 Described as “pluralist-pragmatist”.
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by Thomson et al. (2011) and others (Premberg et al 2011), and exemplary studies were 
featured (eg Lundgren 2011). Essentially, the method allows for a deep understanding of lived 
experience “in the consciousness of ...participants”, and does this through description (cited in 
Bondas 2011:10, 12). At its core, is a belief that “within the uniqueness of human experience 
there is understanding that resonates with others”, where the interpretation of experience means 
“thinking”, engaging in a process of “dwelling closely with your data”, and “with the 
possibilities of what something could mean” (Smythe 2011:36, 44, 46).
Figure 4.2: The Research Process and Data Sources
Quantitative Qualitative
District-level
Analysis
•SPBEL
Regional and 
Provincial-levels 
Analysis 
•SM Dataset 
•SPBEL
N ational Level B irthing 
O utcom es Data 
A nalysis
•SM Dataset 
• RHS1996, RHS2006
Key
Informant
Interviews
(n=35)
In te rv iew s 
w ith 
W omen 
C" = 34)
RA Women 
(n=7)
Older 
Women 
(n = 27)
Participant 
and non­
participant 
Observation
Notes:
SM: Safe Motherhood
RHS: Reproductive Health Survey
SPBEL: Survey of Pregnancy, Birth and Early Life
RA: Reproductive Age
Other Influences in Critical Approaches
Scrimshaw (2001) outlined basic concepts in medical anthropology which must be 
acknowledged in the current work. These included insider and outsider perspectives, 
ethnocentrism, cultural relativism and holism (Scrimshaw 2001:54-56). Recognising insider 
and outsider perspectives enables an acknowledgement of one’s own acculturation and the 
assumptions and meanings one brings to the study of a particular cultural context and/or 
phenomenon (Bums et al 2012; Scrimshaw 2001). One’s views could be ethnocentric, rather 
than culturally relative in nature, which would be a barrier to understanding insider meanings. 
Ethnocentric views and a lack of recognition of cultural relativism were in part responsible for 
some colonial attitudes towards health and birthing practices, and some early anthropological 
work reflected this (see Chapter 3). This study draws on principles of holism, which refers to 
“an [anthropological] approach ...that looks at the broad context of whatever phenomenon is
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being studied” (Scrimshaw 2001:56). The term “biomedical” is used throughout this work, in 
contrast to Chinese or Ayurvedic medical systems or “Indigenous medical systems” referring to 
‘insider systems’ -  “within the cultural system”" 2 (Scrimshaw 2001:55). “Humoral medicine” 
is the term given to a hot and cold belief system, common throughout Asia. Belton (2005) used 
critical medical anthropology to examine issues of politics and power in reproductive health in 
Thailand, drawing on Marx and Foucault. Such macrolevel concerns in critical medical 
anthropology were similarly described by Rhodes (1996:166), where she studied “the way 
...biomedicine is culturally constructed”, also referring to Foucault.
Another key concept embedded in this research design, conduct and analysis is that of 
“decolonising research” (Bartlett et al 2007; Tuhiwai Smith 1999). This recognises varying 
forms of knowledge construction and seeks to give credit to Indigenous knowledges (Bartlett et 
al 2007). Equity is another principle of decolonising research (also aligning with feminism), 
where marginalisation among certain groups is acknowledged. Therefore, the unique 
experiences of marginalised women in Thailand were recognised, and including their voices 
prioritised, despite inherent challenges (Chotiga et al 2010; Kerrigan & Houghton 2010).
Recognising the social and political contexts in which birthing occurs, Chapter 3 includes a 
critical historical sociology, which argues that birthing medicalisation was a form of social 
control in which socially-sanctioned institutional power was exerted over women for personal 
and corporate gain. Gender perspectives are often analysed through feminist theories in terms 
of power and control (Giddens 2009), and these concepts are applied in the analysis of 
‘development’ and ‘safe motherhood’ approaches.
McClain (1982) reviewed the anthropological literature on birthing and distinguished various 
approaches, as discussed by Jeffrey & Jeffrey (1993). These included a “biomedical 
perspective” which “focuses on the disasters ...maternal and neonatal mortality [rates] and on 
the experiences of doctors in third world hospitals...” therefore seeking to “modernise the 
traditional”, although this approach was considered ethnocentric (Jeffery & Jeffery 1993:7). A 
“socio-cultural perspective” on the other hand, “looks for social and psychological evidence of 
supportive environments, or for beneficial techniques... which are absent from standard western 
practice”, which was considered “romanticised borrowing” (Jeffery & Jeffery 1993:7) (see 
Chapter 3). Further, McClain (1982:46-50) separated anthropological analyses into three 
groups, “holistic” analysis including symbolic (ritual) interactions around birth; analyses with 
an emphasis on socio-cultural birth definitions; and those focused on biomedical risks 
associated with “traditional” practices. The research design of the current study aimed to 
incorporate the strengths of these diverse angles.
112 Although it is recognised that the term ‘outsider’ could also encompass the Ayurvedic system in some 
contexts (i.e. western), and that ‘insider’ systems could also refer to “Indigenous” medical or health ideas 
(i.e. pre-biomedicine) within western country settings.
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4.2 Qualitative Methods
Acknowledging ‘self as instrument’, is paramount in all ethnographic work (Anderson et al 
1990). In my public-health career, 1 have used both qualitative and quantitative methods, and 
had extensive exposure to cross-cultural work in various capacities -  as a ‘clinician’, being 
“immersed in the field”, and through cross-cultural research and evaluation -  in industrialised 
and non-industrialised settings. A deeper consideration of experience and assumptions is 
included in Chapter 9. Self-reflexivity is acknowledged as an important component of 
ethnographic work (Bums et al 2012; Grbich 1999:62-66; Mays & Pope 2000), is highly 
recommended in cross-cultural research (Pitchforth & van Teijlingen 2005), and the notion is 
extended in decolonising (Bartlett et al 2007) and phenomenological research to “bracketing” 
(Bondas 2011:8-10; Grbich 1999:169).
Qualitative data collection occurred in three geographical locations in Thailand (Central, 
Southern and Northern regions), and among three broad groups. The majority occurred in the 
North113, where Tak province was also included114, due to the high non-Thai population. 
Women past the age of reproduction were one group, reproductive-age women another, and key 
informants the third group (see Appendix 3 for full descriptions).
Figure 4.3: Locations of Qualitative Data Collection
Rop Riang villi
Mae Hong Son , 
Mae Sariang
‘ ' I
Kootao villa;
□  Thailand 
•  Data Collection
Notes:
113 In a number of provinces incorporated in ‘Health Promotion Region 10’, as per the MOPH, includes 
eight Provinces: Chiang Mai, Lampang, Lamphun, Mae Hong Son, Chiang Rai, Prae, Nan, and Phayao.
114 As per the administrative Northern region.
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Small villages could not be located on Global Positioning (GPS) maps, so coordinates were approximated. 
Map prepared with thanks to Mr Ivan Hannigan (ANU).
4.2.1 Data Collection: Interviews with Women
I selected older women in Thailand as the main research participants because they have lived 
through a time of monumental health transition, and narratives about their experiences and 
beliefs would provide unique insights into changing birth. A smaller group of reproductive-age 
women were also interviewed to provide accounts of recent experiences.
Interview Guide Design and Development
To elicit in-depth birthing narratives and women’s views, a semi-structured interview guide 
(Appendix 4) was developed, which included closed and open questions. This instrument was 
initially drafted in plain English, and focused on the following topics:
1. Own experiences of birthing +/- experience of assisting births
2. Rationale/decision-making regarding own births
3. Known maternal deaths
4. Beliefs/perceptions/experiences of modem birthing
5. Beliefs about women’s health
Input was sought from colleagues and advisors when developing this interview guide, with 
particular reference to its cultural appropriateness, for both interviewees and interviewers. 
Validity was discussed and questions tested. Revisions and refinements were made, and the 
final English version drafted. The translation process also involved the contributions of a 
number of experienced professionals, where translation was undertaken independently by two 
research assistants, and any discrepancies were then discussed, together with the researcher. 
Partial back-translation was also employed (Liamputtong 2010), where an additional RH 
researcher was consulted. The instrument included both English and Thai languages for 
reference, if needed, during interviews. A pretest was conducted by three researchers11" in 
Chiang Mai116, and the responses were piloted for instrument validity, following which further 
adjustments were made to add clarity.
Sampling and Recruitment
Twenty-seven women participated in ‘older women interviews’ during May to October 2006. 
Consistent with the study design, various sampling methods were employed. The key sampling 
strategy was purposive"7, then others were used to recruit enough available, suitable women (i.e.
115 Including 2 research assistants.
116 With a lady from the main target group.
117 Information-rich cases were sought.
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snowball, or “sticky rice” in Thailand (Belton 2005), and others118 (Patton 1990)). The 
combined strategies facilitated participation, which can be a challenge in such settings (Chotiga 
et al 2010; Kerrigan & Houghton 2010), including women from both urban and rural locales, a 
broad geographical area, and a variety of ethnic backgrounds, where it was thought that 
experiences, predominant practices and/or beliefs might vary. Recruitment of women 
participants occurred through contacts of personal associates in community groups and 
networks, as advised by Kerrigan & Houghton (2010); and through contacts of research 
assistants (RAs). Most potential respondents were approached by the RAs, and invited to 
participate.
Data Recording
Two assistants were employed on a casual basis during the collection of qualitative interview 
data in Northern Thailand (June-September 2006), and conducted most of these interviews. 
Both came from professional health backgrounds, were postgraduate research students119, and 
experienced in qualitative research. Another research assistant (from a similar background), 
was employed in the Central region for the purpose of conducting interviews under guidance. 
She was also familiar with the study concepts and terminology, and had well-developed 
communication skills. Several further assistants were necessary because of the geographical 
distribution of participants, and the language/ethnic diversity sought. Before commencing 
interviews, and again during data collection, research techniques and roles were discussed with 
the RAs, as recommended by Pitchforth & van Teijlingen (2005), and facilitated reciprocal 
capacity building (Bartlett et al 2007; Tuhiwai Smith 1999; van Teijlingen et al 2010). This 
also ensured research integrity and enhanced validity. Guidance on cultural appropriateness 
was sought, and ethical issues and considerations discussed, which varied from standard 
western practices.
Women were invited to participate in the research, after contact had been initiated either in 
person or by telephone. A verbal explanation as well as a plain language Thai ‘Information 
Sheet’ and Consent Form, were provided (Appendix 5a & 5b). Where women were not fully 
fluent in Thai language, a verbal reading and explanation of the document content was 
undertaken, and any questions addressed. Once the contact agreed to participate, a mutually 
convenient time and location for the interview was arranged with the RA. The participant was 
asked to formally consent to participate. The RAs considered it more acceptable in this context 
to obtain consent at the interviews’ completion, so this practice was recommended and 
implemented, in line with the “unique[ness]” of “each research encounter” recognised by Miller
118 Women who were accessible within given resource constraints, the North and South as areas of higher 
mortality, meant women were theoretically more likely to have known about maternal deaths. These are 
also areas with higher concentrations of ethnic minority women.
119 One RA also being an instructor in the Faculty of Nursing, Chiang Mai University.
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& Boulton (2007:2204). A take-home copy of the consent form was always given to the 
participant.
Thai language was used for the majority of women’s interviews. The remaining ‘older women 
interviews’, were conducted in five other preferred languages, these were Karen, Karenni, Mein, 
Malayu, and Yunnanese (or a mixture). The Thai interviews were conducted in an appropriate 
Thai language dialect -  Central or Northern Thai, depending on the respondents’ needs. During 
the interview, pending consent, partial verbatim field notes were written. Additionally, once 
specific consent was given, the interview was audio recorded. At the completion of the 
interview, a token gift of appreciation120 was presented to the participant, bearing in mind the 
specific population (Kerrigan & Houghton 2010). In some circumstances, a nominal 40Baht 
was given to the ‘introducer’ or “gatekeepers”, as compensation for their time and efforts in 
assisting recruitment, and this was considered fair and culturally appropriate (van Teijlingen et 
al 2010:14). Additionally, hospitality was accepted and given (van Teijlingen et al 2010). 
Interviews were completed within 60 minutes. Data collection continued until a semblance of 
saturation was reached121 (Charmaz 2000). The necessity of adapting data recording methods to 
‘real-world’ situations was also apparent where the sounds of yard animals, children playing, 
meant traditional audio recording was potentially limited and needed supplementation with 
written notes (Liamputtong 2007). These were merged in the preparation of transcripts.
“Conjoint in-depth interviews”, which are useful in cross-cultural research (Liamputtong 
2007:102), were also used. As an ‘outsider’, it was necessary to recognise and minimise the 
potential effects of my presence (Pitchforth & van Teijlingen 2005), as well as inherent power 
differentials (Kerrigan & Houghton 2010). I was involved in some of the women’s interviews, 
where my role varied from observer/assistant, to active interviewer through a translator 
(following Grbich 1999). In most cases, my interpreter/colleague would lead in establishing 
rapport and creating the appropriate context (Grbich 1999), and we followed the “active 
interpreter” rather than “passive interpreter” model (Pitchforth & van Teijlingen 2005:3-4), 
believed important in diminishing power imbalances (Miller & Boulton 2007). Interview 
settings varied to accommodate participants’ convenience (van Teijlingen et al 2010), for 
example, I’ve sat outside on a log, while an ‘Aunty’ reflected on her birth experiences and 
stirred the curry cooking over an open fire in her outdoor kitchen. Due to a reasonable working 
knowledge of Thai language, on most occasions I ‘followed along’, and was able to use 
occasional Thai phrases, to understand the general flow of interviews, and to clarify any points 
during the interview as needed. This facilitated the process, enhanced trust and validity, as did 
the use of known and trusted interpreters (Kerrigan & Houghton 2010) (contrary to the western 
research principle of confidentiality). My prior experience of interacting in many intercultural
120 Usually in the form of a small, useful gift.
121 That is, no new themes were being found.
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contexts, and in the use of interpreters, enhanced the effectiveness of the process, minimising 
negative effects of interpretation and my presence (Pitchforth & van Teijlingen 2005).
Participant Profiles
The inclusion criteria was: female, aged >45 years with at least one birth experience (see 
demographic details in Appendix 3). These ladies’ ages ranged from 46-83 years, with the 
average 66 years. Nine women had attended and assisted at births (of >=1 woman) (across three 
regions). The seven reproductive-age women (WRA) were often included because of their 
relationships with the ‘older women’ eg their daughters. At the time of interview, 19 older 
women were living in non-urban or rural areas. Nineteen respondents were of Thai ethnicity, 8 
were non-Thai (although some were Thai speaking, and all had lived many years in Thailand). 
WRA participated in 4 interviews during the same period, and were in the age range 19-44 years 
(average 32 years), and five were from ethnic minorities.
4.2.2 Data Collection: Interviews with Key Informants
Local key informant in-depth interview data was used to supplement women’s experiences of 
this birthing transition.
Interview Guide Design and Development
A second semi-structured interview guide (Appendix 7) was developed to elicit in-depth data 
from informants according to the study objectives. Topic areas covered in this interview guide 
included:
1. Birthing Transitions
2. Maternal Deaths
3. Contemporary Issues and Birthing Outcomes
4. Maternal Health and Birthing Outcomes Data
A similar process was used as described above. The interview themes were followed and 
emphasised depending on the respondent’s professional background/expertise.
Sampling and Recruitment
Thirty-one key informant interviews were conducted during May to October 2006, including 35 
participants. The sampling strategies employed for this group included those used with 
women 122 (Patton 1990). Perceptions of those who have considerable experience and 
knowledge of this, and/or related fields were sought. I wanted broad representation from 
national leaders involved with maternal health, from government, academia/research, 
professional associations, and international organisations. The views of informants were
122 Mainly purposive, plus snowball, opportunistic.
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complemented by, compared and contrasted with, those working in regional/provincial health, 
hospital/health administration, community-based and clinical settings. Participants were also 
drawn from community groups and non-government agencies (both local and international) 
working specifically with minority groups. Potential informants were identified through 
reviewing relevant literature, and through personal contacts and networks already established in 
Thailand. As mentioned, the snowball technique was used, where potential cases of interest 
were identified by people who knew people who were good examples for study (Patton 1990). 
Potential respondents were also approached and recruited through key institutions.
Data Recording
I conducted all the informant interviews, with occasional translation assistance. Key informants 
were invited to participate in the research after contact had been initiated by email (usually) or 
by telephone, and appropriate documents were emailed. These included a plain language Thai 
‘Information Sheet’, an English translation of the same, and a Consent Form (Appendix 8a and 
8b) in Thai and/or English language. Upon agreement, a mutually convenient date, time, and 
location were arranged. At this meeting, a further verbal explanation of the study was provided, 
questions were answered, and the participant was asked for consent. Each participant was given 
the contact details of the researchers and ethics committee.
The majority of these interviews (n=29) were conducted in English language. Thai was used for 
the remaining two, where the participant was offered or requested translation assistance123. 
These two interviews were short, however, it was deemed the participants added an important 
perspective. As English was a second or subsequent language for most of these participants, 
specific interview methods were employed to ensure congruence in understanding. One such 
technique was reflection, where comments were repeated back to respondents for clarification. 
Twenty-nine of these interviews were digitally recorded, pending consent124. Partial verbatim 
field notes were also taken. Occasionally, a token gift of appreciation (in the form of a snack), 
was brought to the interview. Interviews ranged in length from 12 minutes to 103 minutes, with 
an average time of around 50 minutes.
Participant Profiles
Respondents were mostly female (n=23), and at the time of interview were working in Northern 
Thailand (n=25), Bangkok (n=8), or in the Hat Yai area (Southern Thailand)(n=2). Many of the 
respondents also had significant experience in living/working elsewhere, both around Thailand, 
and internationally. The majority of the respondents were of Thai ethnicity, and the few non- 
Thai were mostly Thai speaking, and/or had lived in Thailand for prolonged periods.
123 In both these cases, a Thai colleague interpreted, in one case the colleague was an official interpreter.
124 Two interviews were not recorded because of excessive background noise.
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4.2.3 Data Collection: Participant and Non-participant Observation and Free- 
Listing
Non-participant observation was undertaken during all field visits, which included homes, 
villages, healthcare institutions (eg clinics and hospitals). While meeting with clinician 
informants, knowing of my clinical background, they often invited me to tour. On two 
occasions, I was a ‘helper’ participant while observing, involved in simple clinic activities with 
staff and women, as this enabled me to establish rapport. Notable observations, reflections, 
impressions, informal conversations and questions for exploration from these observations were 
recorded as field notes, and were triangulated in the thematic analysis. The free-listing 
technique was used for eliciting broad views eg women’s opinions about “keeping healthy”. It 
is useful for rapid discovery (‘brainstorming’), where time is limited (Ilruschka & Hadley 2008).
4.2.4 Data Analysis and Presentation
Women’s Narratives: The Importance of Telling the Story and Listening
The participant women in this study shared several stories, they were asked to recount their own 
birthing experiences, as well as the known, and sometimes witnessed experiences of others. A 
key purpose in the use of narratives was that of “disprivile[ging]” the dominant discourses of 
western “discoverers” (embodied in various forms) (Vidich & Lyman 2000:41), and the 
“medically-led definition of evidence...” (Leamon 2004b: 13), thereby listening to, reprivileging 
and valuing the voices of women (Callister 2004; Carolan 2006; Leamon 2004; 2004b), and 
accepting their experiences as evidence, not simply anecdotes (Carolan 2006; Leamon 2004b). 
Furthermore, this approach is “consistent with midwifery’s oral culture”, and the philosophy of 
woman-centredness (Carolan 2006). Anderson et al. (1990:102) explained that enabling women 
to tell their stories also allows them to “reflect upon the meaning of ...experiences ...where and 
how she places value...”, however, they advise caution, to ensure it is “the woman’s 
understanding of her own experience that is sought” rather than “the researcher structuring the 
interview so that the subject tells a story that conforms to the researcher’s orientation”. Callister 
& Khalaf (2009:33) argued the importance of birth narratives as “a means of accessing the 
social context and meaning of [childjbearing ...in women’s lives”, and it was these meanings 
and context that were sought as essential to understanding this birthing transition. Others have 
also highlighted the importance of birth narratives for revealing information (Beech & Phipps 
2004; Leamon 2004; 2004b), and assisting women in “making meaning” (Leamon 2004). 
“Having an interested interviewer listen to a woman share how she feels about her birth 
experience can be therapeutic... [can] inform care of childbearing women... [and] the 
importance of listening to ...women is becoming increasingly validated” (Callister & Khalaf 
2009:33; Declercq et al 2006; 2008a). Callister (2004; 2004b; cited in Callister & Khalaf 
2009:33) stated other benefits including “the opportunity for integration of a major event into
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the framework of a mother’s life; ...the opportunity to discuss fears ...or feelings of 
...disappointment; the opportunity for the woman to gain an understanding of her strengths...”.
In this study, digitally recorded audio files were immediately transcribed verbatim, usually by 
the interviewer/RA. Transcripts were counterchecked, revised and corrected by a second person, 
then translated into English language. The English translations were then counterchecked by 
another translator competent in English and Thai, to ensure sound interpretation. Once the 
translated transcripts had been reviewed, cleaning was undertaken, where any points requiring 
clarification or contextual information were noted, and the RA undertook further revisions. 
Following Pitchforth & van Teijlingen (2005:4-5), minor variations in translation were not 
considered of a nature that would significantly impact the research analysis and findings.
Transcripts and field notes were imported into Atlas.ti (version 5.2) software for data 
management. The coding process included both ‘top-down’ (a priori), and ‘bottom up’ 
(emergent, “open coding”) techniques, where predetermined codes included the main interview 
themes, and new codes were added to the dictionary as line-by-line coding progressed (Grbich 
1999:176). At the completion of initial coding, cleaning was undertaken, where some codes 
were merged as necessary. The final coding schema for older women’s data is attached 
(Appendix 6). The English-language transcripts of women’s narratives were analysed using 
phenomenological (Bondas 2011) and grounded theory principles, which “allows ...the voices 
of ...participants to be heard as they tell their stories” (Kaufert 1990; Keddy et al 1996:450). 
Remaining data (non-narrative) from ‘older women interviews’ was analysed thematically 
(Grbich 1999). Verbatim quotations are presented throughout this research report, and several 
purposes for their use were described by Corden & Sainsbury (2006). The primary reasons for 
including quotations were, “to enable participants’ voice”, “presenting discourse as the matter 
for enquiry”, and for “illustration of emerging themes” (Corden & Sainsbury 2006:2).
Discourses
That “language has meaning beyond mere words” (Aldrich et al 2007:125), is a widely accepted 
principle, and there is “significance [in the] words used to construct and communicate ideas, 
ideologies and identity”. That discourse “constructs... subjectivity”, has also been argued by 
Foucault and others (cited in Aldrich et al 2007:125). According to Aldrich et al. (2007:127), 
critical discourse analysis “provides a method for examining the way problems, beliefs, ideas 
and relationships (particularly hegemonic) are enacted and reproduced through language”. 
Discourse analysis is applied in this study in several ways, following others, to examine power, 
knowledge, and subject (Aldrich et al 2007). Analysis was undertaken of discourses contained 
in historical and contemporary ‘birthing’ literature, including ‘the history’ of modem obstetrics, 
and literature debating ‘the solution’ to the ‘problem’ of maternal deaths (i.e. “safe 
motherhood”). Discourses contained in interviews were also analysed, reflecting on
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international, historical, and modern-day birthing-related discourses in Thailand. A framework 
for analysing text was explained by Aldrich (2006), and was consulted for this study.
For key informant interviews, data analysis began almost immediately upon entering the field, 
where the process occurred even during data collection (Grbich 1999:231-233). An iterative 
process was adopted where the interview was guided by information disclosed during the 
interview process, depending on the expertise of the respondent, and the areas of research 
interest (Grbich 1999:223). Ongoing preliminary analysis occurred more broadly via reflections, 
in an “interpretive/interactive field-based approach” (Grbich 1999:231-233).
Following conduct of these interviews, I transcribed verbatim all recordings125. These drafts 
were ‘cleaned’ upon referring to the field notes and rechecking the recording. Any occasional 
Thai words used in the interviews, were clarified to ensure correct translation and contextual 
meanings. A total of 316 A4 pages of transcripts were obtained, and these were imported into 
Atlas.ti (version 5.2) for data management. A coding process was undertaken as earlier 
described. Codes and coding processes were discussed with a qualitative research expert to 
ensure soundness. At the completion of initial coding, data cleaning occurred as described 
above. The ‘query’ tool in Atlas.ti was used to determine major themes, in a thematic analysis 
(Grbich 1999:233-234).
4.3 Quantitative Methods
Existing datasets containing national-level data were obtained through two national offices in 
Bangkok. The aim was to describe population-level trends in key maternal health and maternity 
care indicators and birthing outcomes, and to analyse these. Other data sources are summarised 
in Figure 4.2 and detailed below.
4.3.1 Data Sources: Birthing Data
1. Safe Motherhood (SM) Dataset: This dataset was obtained from the Department of Health, 
MOPH, and contained data collected through a routine health information system. The dataset 
contained frequencies of selected birthing outcomes covering 7 years, from 1997-2004 [BE 
2540-2547], in excel format, which was translated into English language. Variables analysed 
are listed below in Table 4.2, where rates of specific birthing outcomes were calculated. 
Disaggregation of some data was possible to a limited extent e.g. regional level.
2. Reproductive Health Survey (RHS) Datasets: 1996 [BE2539] & 2006 [BE2549]: These 
national surveys were designed and conducted by the Royal Thai Government’s National 
Statistical Office (NSO), for the purpose of quantifying incidence and prevalence of key
125 With the exception of one completed by a research assistant.
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reproductive health and morbidity indicators and risk factors, and monitoring trends for services 
planning. The RHS2006 survey covered 79,000 households with 112 variables, while the 
RHS1996 survey covered 26,939 households with 68 variables. The 2006 data were entered, 
cleaned, and compiled by the NSO into an SPSS126 data file, which was obtained for analysis. 
The 1996 dataset file was imported into SPSS for analysis from an ASCII format.
Table 4.1: Region of Residence of RHS2006 Respondents
Region %
1. Bangkok 5.8
2. Central 32.1
3. North 20.9
4. Northeast 24.4
5. South 16.9
Total: 100.0
Notes: % rounded
RHS2006 respondents resided in municipal (58.6%), and non-municipal areas (41.4%). 
Surveys were conducted in early 2006. Fifty-three percent of respondents were female, and 
93.5% were Buddhist, 5.9% Muslim. The mean age of respondents was 34.7 years (SD21.2). 
The majority of respondents reported being married (61.1%), with 26.9% reporting they were 
single, and 8.4% widowed. Over 50% of respondents had completed at least lower elementary 
education (51.9%), 71.5% were working, and of those, 80.7% reported their occupation as 
private employees (24.2%), as agriculturists (26.9%), or as self-employed in commercial 
activities (29.6%).
The RHS2006 and RHS1996 datasets were analysed using SPSS statistical software. A series 
of cross-sectional analyses were conducted on selected birth-related variables (see Table 4.2). 
Measures of central tendency were obtained for scale variables, frequency distributions assessed, 
and associations tested with appropriate analysis (eg Chi Square test). Incidence and prevalence 
were calculated on amenable data.
3. The Survey of Pregnancy, Birth and Early Life (SPBEL): This survey was conducted as a 
sub-study within the Kanchanaburi Demographic Surveillance Study (KDSS), aimed at 
illuminating socio-economic and cultural factors, including health services utilisation, 
surrounding maternal, newborn and child health outcomes obtained from the demographic 
surveillance data. The SPBEL contained 191 questions in six themes, and the dataset was 
obtained from the Institute of Population and Social Research (IPSR) at Mahidol University. 
Provincial and district-level analysis was conducted on birthplace and attendant.
Other raw data were also sourced from official statistics as acknowledged in text, and included 
data from the NSO, various government ministries and divisions within the MOPH. Estimates
126 Statistical Package for the Social Sciences.
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calculated by international agencies were also used where necessary127, where indicators have 
generally been derived from mathematical models. Several key national indicators have been 
regularly measured via multiple methods -  collected through the health information system 
(health services based data), and occasional population-based surveys.
4.3.2 Data Preparation, Description and Analysis
For the RHS1996 data, the Thai language data dictionary was converted to English by the 
researcher and RAs, and variable and label names translated in the SPSS file. For the RHS2006 
file, the data dictionaries in Thai and English languages were used to translate the variable and 
label names into English. Variables analysed were mostly categorical.
Table 4.2: Variables Used from RHS1996, RHS2006, Safe Motherhood Dataset 
and SPBEL
Variable Analysis
1. Place of Birth Categorical (%)
2. Birth Attendant Categorical (%)
3. Maternal Mortality Ratio (MMR) Ratio per 100,000 live births
4. Number of Maternal Deaths By region (#)
5. Perinatal Mortality Rate (PMR) Rate per 1,000 births
6. Obstetric Causes of Maternal Deaths Categorical (%)
7. Early Neonatal Deaths Rate per 1,000 live births
8. Post Partum Haemorrhage (PPH) Rate per 1,000 births
9. Retained Placenta Rate per 1,000 births
10. Ruptured Uterus Rate per 1,000 births
11. Caesarean Delivery Rates Percentage of births
12. Type of Delivery Percentage of births
13. Low Birth Weight (LBW) % of newborns
14. Birth Asphyxia (BA) Rate per 1,000 live births
15. Location of ANC Categorical (%)
16. Teenage Births Percentage of births
17. Age at First Marriage Categorical (%)
18. Anaemia % of pregnant women
19. Abortion Ratio per 100 live births
Notes:
SPBEL: Survey of Pregnancy Birth and Early Life 
RHS: Reproductive Health Survey
In addition there are other variables presented from various data sources.
4.4 Ethical Considerations
A two part ethical protocol was submitted to the Low-Risk Ethics sub-Committee (LREC), a 
branch of the ANU Human Research Ethics Committee (HREC). Approvals were granted for 
Part 1 in March 2006, and for Part 2 in May 2006128 (Appendix 9). Explicit care was taken on 
issues of cross-cultural research, and sensitivity around mortality. Acknowledging the 
vulnerabilities of participants is especially important in research with marginalised groups
127 Such as the WHO and UNICEF.
128 Part 2 was mainly addressing the women and health services personnel interviews.
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(Kerrigan & Houghton 2010; Liamputtong 2007). While the potential vulnerability of 
participants was apparent in discussing mortality, the cultural competence, sensitivity, and 
“ethical literary” of the interviewers and research team, incorporating the local context, was 
considered more important than “ethical universalism”129 (Miller & Boulton 2007:2199, 2209). 
Care was taken to ensure appropriate support for women during and after interviews, if there 
was any discomfort apparent. This involved allowing choice for women not to discuss mortality, 
and in one situation, involving a traumatic birth experience, one participant moved away from 
the group for a brief period of reflection, then rejoined when comfortable to do so. The 
presence of a known interpreter (a neighbour) in this case, provided the assurance of ongoing 
support if needed (Grbich 1999:113).
Ideally, a quiet and private location is usually sought for interviewing, minimising outside 
interferences. On several occasions, when I was involved in interviewing, this was not possible 
owing to several factors -  an outside visitor was cause for curiosity in many 
homes/communities. Husbands, children, grandchildren and/or other visitors, were sometimes 
present during interviews. Initially, I was rather uncomfortable with this, and expressed my 
concerns to interpreters, requesting he/she reiterate the option of moving elsewhere. However, I 
came to realise, as have other ‘foreign’ researchers, that ‘group involvement’ added other 
dimensions to ethical and ‘cultural safety’ and consent (Ramsden 2002; van Teijlingen et al 
2010). Furthermore, since husbands had been present at many births, there did not seem a valid 
reason to exclude them from the story-telling, and they were sometimes able to contribute 
(Liamputtong 2007:103), share opinions and engage in the process -  but also potentially 
“authorising” (Gunew & Yeatman 1993). However, and more importantly, there was something 
in the ‘telling’ -  daughters were able to hear their mothers’ birthing stories. While realising the 
potential for disempowerment through research participation, and far from being a 
confidentiality problem, most of the women I observed, seemed to revel in the opportunity of 
‘telling’, to be able to assert their contributions through birthing, to the establishment and well­
being of their families and communities. The process of telling their stories was actually 
empowering these women! A photo opportunity (with consent) at the conclusion of interviews 
seemed to be an enjoyable experience for many participants and was an opportunity to laugh 
together. The benefits of such social interactions were found in other cross-cultural research 
contexts (van Teijlingen et al 2010).
Soundness
All RAs participated in ongoing interactions with the researcher, who has experience with 
qualitative research, and formal qualitative research learning. Relevant ethical issues were
129 Applying inappropriate western ethical criteria to managing potentially sensitive issues in a different 
context.
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discussed, as well as participant recruitment, interview procedure, interviewing techniques, and 
preliminary emergent analysis. Methodological triangulation and triangulation of data sources 
were incorporated into the research design to ensure rigour (Ritchie 2000), and enabled a more 
complete interpretation of issues under consideration (Mays & Pope 2000).
In sum, broad birthing outcomes were selected for study because it was recognised that while 
mortality is an extreme outcome, the birthing experience also has a significant and lifelong 
effect.
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Chapter 5
Older Women Talk About Birthing:
The Nature of Birthing in Times Past (cl945-cl980)
Introduction
This Chapter presents the qualitative analysis of older women’s birthing experiences. The 
purpose is to outline significant aspects of birthing at this time, including details of birthing 
settings, beliefs, practices, rituals, and birthing care. Additionally, to describe inherent values 
and meanings. These components enable an understanding of how women experienced birth, 
and what those birthing experiences meant.
Data sources utilised are described in detail in Chapter 4. The 27 older women participants 
(names are pseudonyms) reported birthing a total of 172 live babies (range 2-15), between 1943 
and 2001. The average age of these respondents was 66 years (range 46-83). Narratives were 
developed when interviewed women responded to open-ended questions eg “tell me about your 
birthing experiences”. Births to this age cohort represent births occurring largely pre­
hospitalisation. Experiences, practices and beliefs related to pregnancy, intrapartum and the 
postpartum are described. Beliefs and behaviours regarding general well-being were also 
elicited, along with some lifestyle descriptions.
5.1 The Nature of Reproduction
Pregnancy Practices and Beliefs
While pregnancy was portrayed as a regular, expected and seemingly largely accepted event, it 
was also noted as a time with particular vulnerabilities for mothers and developing fetuses. It 
was therefore necessary for women to approach certain activities with caution, being mindful of 
potential effects:
"In the old days ...[women] would not go near anything dangerous, such as pigs, horses, cows, 
buffaloes, cars. ...They would avoid them. ...They believed that the baby in their stomach was 
...a challenger. It was not afraid of anything because it was in the mother's stomach (laughs). 
That's what people said. They were not afraid ...they could go anywhere ...the baby in the 
stomach is daring. ...The mother was the one who should be afraid ...be careful ...aware. ...You
were not allowed to climb trees........to tok tong130. ...We used wooden scythes tied together
...they forbade that... said the baby would be a challenger. The banana leaf is sharp... it could 
hurtle down to here (points to stomach). ...They said 'do not do that'..." (Grandmother Sri, 6
130 tok tong to gather banana leaves.
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children, Northern)*
Certain responsibilities were explained -  societal, family, individual -  the importance of taking 
care of the pregnant woman, and her responsibility to “take care” of herself. Respondents spoke 
of the importance o f healthy and hygienic food recommending a healthy diet for a healthy 
pregnancy and birth:
"Diet is the most important thing. Pregnant women ...must choose to eat food that is beneficial 
for the body. If they choose food well, the strong health of their children will follow." 
(Grandmother Chit, 8 children, Central, midwife assistant)
Many women followed antenatal dietary guidelines restricting certain foods:
"[During pregnancy...] mothers had to take care of themselves more than usual, were careful 
about walking, working, ate healthy food and avoided spicy food because of the baby. ...I 
worried that the baby would get the toxins from food so I had to choose healthy food..." 
(Grandmother Tong, 4 children, Northern)
Several participants acknowledged some o f the potential inconveniences o f pregnancy, such as 
nausea and vomiting, but believed these usually resolved spontaneously later in pregnancy. A 
few respondents had observed and believed that factors such as limited food choices, antenatal 
food restrictions, and physically demanding work, contributed to poor maternal health, and it 
was believed some pregnant women were “weak”:
"I think [mothers who died were] weak and thin, did not have the power to deliver, and maybe 
...not enough normal saline solution131. ...Some died ...because the[y] were not strong enough..." 
(Aunt Rat, mother of 7, Northern)
Dietary advice for pregnancy was provided by Elders. Various local plant-based ‘medicines’ 
were mentioned for antenatal consumption and were procured from lay-midwives, traditional 
doctors, and/or medicine shops132. Women reported they had taken herbal medicines as a tonic, 
with the aim of preventing dizziness. The lay-midwife sometimes had a role in ANC, but this 
did not seem routine. Aside from giving advice, more direct actions were reported such as 
manipulation in the case o f a malposition or malpresentation:
"Sometimes when pregnant it isn't even ...the baby drops and it will hurt. Sometimes the 
midwife would come lift [the baby] up ...back to normal and it was good. ...Yes [the woman 
could then give birth normally]. ...It would stiffen up... if we didn't do anything. ...If the baby 
dropped or things started to stiffen up, if the midwife knew, she would come help." (Aunt Dta, 4 
children, Northern)
Regarding beliefs about labour processes and pregnancy care, Aunt Rat shared her advice:
"Do not eat bad things ...and do as the parents suggest too, such as do not eat bananas, and do 
not sleep after eating because you will get a long time of pain before delivery. Take a bath with 
warm water, if you bath at night time, you have to have the stars in the sky so your baby will
Note: The convention for in-text demographic details after women’s quotes is: the first quote from a 
respondent is followed by their full details, subsequent quotes are followed by a shorter description.
131 This lady believed that normal saline solution can make the mother more powerful and gives more 
energy so she can push the baby out.
132 However, the large majority of references made to herbs and plant products were in relation to 
postnatal practices.
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come out easily." (Aunt Rat)
The Social Context: Pregnancy, Birthing and the Life Continuum
Older women described some general aspects of their community environments and lifestyles at 
the time of their first births. In these descriptions, the lack of industrialisation was apparent -  
people had to work physically hard to support themselves, mainly in agriculture, horticulture, 
animal husbandry. Infrastructure in general, but specifically sanitation, piped water, and other 
civic services were not readily available:
"In those days life was very difficult, they lived in the mountains ...went to the farm, as soon as 
the ...dawn breaks ...they came back and ...pounded rice ...also ...the ...house and ...the lifestyle 
was dirty in those times ...there was no toilet..." (Aunt Paw, 10 children, Northern border, rural, 
Karenni, midwife)
On reflection, women noted changes in road infrastructure, transport, housing and urbanisation. 
People had mainly travelled on foot in the past, thus population mobility was minimal. Gas 
lighting was used, and houses were mostly constructed with bamboo:
"[Now] we have roads, cars, and bicycles. ...In the past we lighted a gas-lamp at night. 
...Everything has changed. ...[We worked] in the rice farm... garden, ...[now] they work in the 
city. ...(Laughs) In the past I lived in a hut." (Aunt Tew, 7 children, Northern)
Further comments were made regarding specific infrastructure/community changes including 
electricity, and health services. The level of formal education was very different where many 
never attended school:
"...In the past, there was no school, no hospital ...no clinic, and there was nobody to teach 
them... and ...young people ...didn't go to school, and basically ...knew nothing about health..." 
(Aunt Om, 8 children, Northern border, rural, Karenni)
Self-sufficiency was also reflected in people’s daily lives. Several respondents spoke about 
their ability to grow and harvest foods in the past, where there was little ‘consumer’ or monetary 
culture:
"[In those days] it was every woman for herself (laughs) ...I was pregnant, they were pregnant. 
...Before, you would eat vegetables grown at home... we were self-sufficient, like that ...we did 
not have to buy things to eat." (Grandmother Bua)
"In the past, people had to travel by foot ...use[d] the, vegetables from the field or on the hill, or 
sometimes fish from the lake..." (Aunt Lek)
Women commented on the subsistence lifestyle with little in the way of material possessions. 
Although balancing the physical demands of family and work with few resources, women 
essentially viewed themselves as having been healthy and robust. From women’s narratives it 
became apparent that pregnancy was not viewed as an illness or medical condition requiring 
medical treatment, conversely, women often spoke of health, pregnancy and birthing, in holistic 
terms -  asserting physical, social, emotional and spiritual components to keeping healthy, while 
the socio-economic determinants of health were also recognised. Women demonstrated a
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positive belief in their own birthing abilities, and while being aware of the potential for 
complications, had little reason to think that their bodies could not function naturally.
Women remarked on many lifestyle factors believed to be important in achieving and 
maintaining well-being. Nutrient-rich foods hygienically prepared, and a balanced diet, were 
believed by many to be important for sustaining health, whiie the significance of physical 
activity was also recognised. Maintaining good emotional and mental health were noted, where 
attributes such as keeping a positive and calm mind, a sense of humour, being able to share 
concerns -  “talk with ...other women”, were all discussed. A strong belief in the use of herbs 
and herbal remedies was found among some women. Income and education were believed 
important, while getting adequate rest was recommended. Health promotion activities were 
recognised eg vaccination, breastfeeding, while several women stated that following traditional 
ways, and adhering to Elders’ advice, were beneficial. Women mentioned the importance of 
participating in religious and/or spiritual practices such as going to the temple. Another 
recommendation was engaging in leisure activities that promote health. A ‘normal menstrual 
cycle’ was believed important for well-being, as well as restraint -  maintaining balance and 
self-control. General ideas about well-being were also related to the physical environment -  
living in a clean environment with good sanitation, habits of cleanliness, and good personal 
hygiene were believed facilitatory. Linked to this were recommendations to eat natural foods 
(eg home-grown organic vegetables), as in the past. It was clear that there had not been a 
reliance on medical treatment for good health:
"If I am not sick or ill, I do not want to see the doctor. If I am sick, I would tell Uncle (her 
husband) and just rest. When I get better, I get up and go back to work." (Grandmother Chom, 
10 children, Northern)
Women explained that frequent pregnancies were normal in those days:
"I married at twenty and had a baby right away ...I had babies coming out all the time! ...My 
second pregnancy was a year later ...so, in three years I had two children." (Grandmother Sri)
As mentioned, in the past, women worked hard physically, however most believed this kept 
them healthy, even in their older age:
"The mothers in the past ...had to work hard ...as a farmer like me. ...[Nevertheless] I never get 
sick, sometimes ...a little bit of pain in my knees ...but I have not felt sick so I never go to the 
health centre." (Grandmother Yai, 8 children, Northern)
Continuing a ‘normal’ lifestyle was believed important for a healthy pregnancy. It seemed a 
common belief that birthing would be easier if women kept active and worked, making them 
stronger:
"If you work hard, it's easy to give birth... but if you don't... then ...labour's harder. ...The old 
people say..." (Mun, 39ys)
"[Pregnant women have] to work a lot so the stomach will move, do not just sit and sleep all
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day............ [I did] housework, worked in the garden, sold vegetables ...all types of work
...everything, for easy delivery..." (Aunt Tew)
Therefore, women had continued with their usual chores, and many worked until they felt they 
needed to rest, sometimes up until the time of birth:
"I worked 'till I was ready to give birth. ...Watered the vegetables and farmed. ...When I could 
not work anymore, I would just come home to rest and soon after I would deliver." (Aunt Tip, 7 
children, Central, midwife)
"Before giving birth I was still working. ...I did everything, housework ...went to the market...
...Sure [did farming work], I portered.........Every [pregnancy]. ...Back then ...we had to go fetch
water. When it hurt, we stopped and then started again. ...Kept going, kept doing. ...Even up 
to birth. When I knew I would give birth, I laid down because it was hurting more often." (Aunt 
Dta)
Birthing Wisdom and Knowledge Sources
When interview participants were asked to explain their caregiver decisions, a recurrent theme 
was birthing knowledge. It was the general view that some form of appropriate knowledge was 
required for birthing assistance. While some women recognised their lay-midwives had lacked 
formal education, they acknowledged their popularity and perceived them as skilful in giving 
birthing care:
"...The old woman had no certificate yet she delivered babies for everyone in the village. ...If she 
studied or didn't study, I don't know, in those days, she did them all, in this village. 
...Everyone..." (Grandmother Bua, 6 children, Northern)
Reputable and trustworthy knowledge sources, definitions of knowledge, and the effective 
acquisition of knowledge were interpreted differently by different women. However, during 
women’s retellings, the lay-midwife was the most frequently cited source of credible birthing 
knowledge. She (or he) had been most often desired and relied upon in times past, along with 
traditional doctors, and spirit-doctors if complications occurred. Many women believed lay- 
midwives possessed a sound and superior knowledge of birthing processes, often acquired by 
employing sensory skills. This perception had strongly influenced women’s caregiver choices:
"[Women chose] the village midwife........because she knew how to help, she knew whether the
baby's head moved down or not, she knew about giving birth very well. ...She used hand 
palpation and found out whether the baby's head and feet were ...down..." (Grandmother Tong)
Women believed in their caregivers, because they had appropriate knowledge -  this, as well as 
the experience of lay-midwives made them competent and safe, and this was reassuring. 
Pregnancy and postnatal care knowledge came from a variety of sources in the past, including 
lay-midwives, older women/Elders, parents and other relatives, traditional doctors, husbands, 
and from popular belief or folklore (‘them’). In general, knowledge was held by the older 
generations, and women learnt from them:
"My parents told me ...not to eat something sweet at dinner to prevent the baby getting fat. 
...Not to eat spicy, salty and hot food, but you could eat tasteless food." (Aunt Rat)
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Women said older women were a crucial source of knowledge on infant care, passed on through 
word-of-mouth instructions. The knowledge of Elders had been listened to, trusted, believed, 
respected, and it was important to women to follow their advice. Some women had passed this 
on to others. Such knowledge concerned massage and natural remedies, used to create 
medicines, treatments, and pastes (sometimes made into compresses), and knowledge of locaily- 
available plants was applied. Women followed traditional knowledge because the Elders had 
advised them to do so, despite what often appeared as little awareness of the reasons. Women 
demonstrated little confidence in medical knowledge at this time:
"I don't know [why I drank herbal infusions]. The older women told me to drink it, I don't know
what for, but I believed the Elders. I don't know what it was to heal......... When the Elders told
me not to eat certain foods, I did not eat [them]. ...I never went to [hospital]." (Grandmother 
Chom)
Methods of learning were elicited from participants, and included observation, experiential 
learning, and on-the-job learning in a participatory style:
"I once looked after my sister-in-law. ...[I never had training but] I watched my mother give 
birth when I was 7 or 8. I saw my mother give birth to my younger sibling." (Aunt Tip)
Several midwives had learnt their skills from experienced relatives. Important considerations in 
decision-making about birth attendants were experience and knowledge. In times past, 
knowledge was gained through experience.
5.2 Birthing Experiences and Care
Women participants were asked about their experiences and care they and their babies had 
received, from pregnancy through to the postpartum.
‘Normal’ Birth: Attitudes and Beliefs
From the narrative analysis it became apparent that people believed in the physiological 
processes of birthing, breastfeeding, healing and recovery. There was a pervasive perception 
that pregnancy and birthing were normal and healthy, with few complications:
"In the countryside ...[women] deliver themselves. ...We do not have any complications, none at 
all." (Aunt Tip)
A number of times women referred to their births as “easy”. Some anecdotes follow:
"[Birthing] wasn't difficult. I didn't go anywhere, gave birth at home. ...[Labour] happened in 
the middle of the day and I gave birth at night. ...Not very difficult." (Aunt Dta)
"My second pregnancy.........the same Grandmother [delivered him] (laughs). ...The ...head came
out and I did not have to do anything. ...It was a very easy delivery." (Grandmother Bua)
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It became apparent that there had been little concern for delivery dates, and time constraints on 
pregnancy and birthing. In large part, active intervention was not believed necessary. Waiting 
was a normal part o f the process, where nature was left to take its course, spontaneous, 
undisturbed and unhurried:
"No-one ...knew ...when we [would birth], whether it was ready or not and, when it started to 
come out ...[it just happened]." (Aunt In, 7 children, Northern, rural, Mein, midwife)
"...[The lay-midwife did not check the vagina...] ...In my generation, we had to wait. ...Wait until 
she told the mother to push the baby." (Aunt Tew)
Birthing happened “ when it was time” :
"In the old days, there were no check-ups, you just waited for it to be born." (Aunt Tip)
"...I would be 7-8 months pregnant and still go and plant rice. ...When it was raining hard and I 
was getting drenched, I would still go. I didn't think anything of it. Just bend your head down 
and lift it up, there was nothing to it. When it was time to give birth, go and give birth." 
(Grandmother Chom)
Repeatedly women explained how straightforward their homebirths had been. Since birthing 
was a normal part o f life, it was not seen to require a lot o f expense or preparation in those days. 
Some interviewed women had assisted other women birthing and reported that things had 
usually progressed normally -  they had rarely faced problems. Most o f the women described 
their deliveries as normal:
"[I laboured] less than one hour. ...I was in a normal condition and ...did not have any health 
problems." (Aunt Noi, 8 children, Central, midwife)
Unmedicated birthing was usual, and women reported that in the majority o f births and 
postpartum, there was little need for medical procedures. They believed in letting natural 
healing occur, “ by itse lf’:
"No (laughs) [I never had to get stitches]. Who would do that for me? ...It healed itself 
...naturally. If  it happens naturally, it heals naturally... If  it happens by itself, it can heal by itself 
(laughs)." (Grandmother Bua)
Medical services were sought rarely as pregnancy and birthing were not associated with illness 
or disease:
"I went [to a doctor] only when I had an abnormal condition. ...When I felt sick. ...Like when I 
ate something and ...had a fever, muscle pain..." (Aunt Dam, 2 children, Northern)
Some women reported they only sought midwifery or ‘medical’ services once in labour, or i f  
there was a problem needing attention:
"Back then we wouldn't go [see anyone] until we were giving birth... only then would we call the 
midwife. ...We didn't [go to a doctor] that much. ...We would go [only] when we felt pain or 
thought we had to go." (Aunt Dta)
Furthermore, women explained the normalcy o f birthing, growing up and survival in their day. 
Women described themselves as “ brave” , and it was recounted that people took care o f 
themselves, there were no cash transactions for baby/birthing care:
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"...My generation was brave... I delivered at home by myself, they were all healthy. ...[Women] 
didn't have complications, and [used to] think [birth was] normal. ...In the past [birth] was low- 
cost..." (Aunt Tew)
Most mothers reported their frequent pregnancies and births were “ natural” , and they were 
usually healthy after birthing:
"...My first baby was born here... in this house. ...A midwife [helped]. She was from this village 
...Grandmother Pun. ...It was a normal delivery. ...No [complications]. ...Yes [the baby was 
healthy]. After I gave birth, I was also healthy. There was nothing wrong with me. ...They were 
all born here. ...(Husband) She had a total of twelve children. ...That's how it was..." 
(Grandmother Chom)
"[My second birth was] at home, in the same house......... [The] village midwife [helped]. ...Yes
...the baby's head came out ...like normal. ...No [complications] ...the baby was very well and 
strong. ...Actually, all of my children were healthy and strong... They never went to see a doctor 
or any hospital because they were always healthy. ...[I was also] healthy ...and strong every 
time after giving birth... All of us were healthy." (Grandmother Tong)
The Place of Birth: Features of Homebirth
Women respondents were asked about the places they had birthed, and to explain the reasons 
they birthed there. It seemed that women and their families were involved in the decision­
making. Many o f the older women participants birthed all their babies at home (n=20), a few 
birthed a large proportion at home and the final one or two in hospital (n=4), rarely, women 
birthed most or all in hospitals (n=3). It is often assumed that women had no choice in such 
circumstances, about where they birthed. From these narratives, there was a strong indication 
that people had not been convinced o f the need for institutional births, “ no reason to go” , but 
that women birthed at home ‘because women had always done so’, it was the normal thing to do, 
and the hospital was not for birthing:
"They all delivered in their homes, my generation. ...[Because] [we] all had traditional midwives 
to deliver ...babies at home ...we had to rely on ...midwives, 'doctors' found in our villages. ...All 
the women did that." (Grandmother Sri)
It seemed that many women in those days could not conceive o f any place for birthing other 
than a home setting. Fundamental to this practice appeared to be a ‘social’ view o f birthing, and 
belief in the value o f social care and support. Other home-like environments were revealed, 
where some women birthed at family members’ homes. Other women utilised a specific part o f 
the house, and a “ field-hut”  was mentioned:
"[W]hen she started to ...go into labour ...they took her ...[to] the field-hut. ...After seven days, 
[someone] came and got her and brought her back. ...[The] eldest person [helped with birthing] 
...someone who knows how to do it." (Grandmother Sook, 5 children, Northern, rural, Mein, 
midwife)
Grandmother Long observed the local people’s views on homebirth:
"[At that time] the villagers wanted to give birth at home. ...The[y] thought that giving birth was 
a normal condition of the mothers, so the[y] had to take care of themselves or help the others." 
(Grandmother Long, 3 children, Northern)
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As well as homebirths being the norm, and hospital births being rare at this time, women 
(especially) did not travel extensively. Some women participants still currently lived in the 
same home in which they had birthed many years before. People did not travel out of the 
village frequently, the thought apparently induced fear in some women. Women described 
‘traditional’ birthing, at home with a local lay-midwife, using locally-available care methods:
"...Before you were about to birth ...they'd tie a rope (blanket) to the wall near our feet and make 
us pull on it. When we're giving birth, we're very strong. So they stick wooden poles in the floor 
...we put our feet up (against the poles)... and then we pull on the rope and stay in position.
...When we ...push, we pull on the rope. So we have the strength........ The rope's there for us to
pull on........ Giving us strength to push, keeping us in a fixed position... (laughs). ...Our legs are
stretched out...... [and the baby] just comes out." (Grandmother Sri)
Grandma Yai birthed at home, then called the midwife:
”My 3rd child, I gave birth to at the top of the stairs. ...[At] that time I was [there], because I 
felt like I wanted to [go toilet], so I went to the toilet and then the baby came out. ...My water 
came out next. ...[Then I] asked people to tell the village midwife ...to help me. ...[She] helped 
me give birth and cut the baby's umbilical cord." (Grandmother Yai)
The narratives revealed that lay-midwives knew about appropriate care using simple, available 
means. The birthing woman was proactive and in control o f her environment, to some extent at 
least, while also being given guidance. Aunt Htee helped around ten women birth in their 
homes:
"[T]he [birthing woman] did it all herself. ...Her husband [helped] and ...everything was fine." 
(Aunt Htee, 12 children, Northern, rural, Karen, midwife)
Aunt Dam had given birth rather abruptly while working. A lay-midwife helped in the usual 
way:
"[I birthed] on the rice farm (laughing). ...I was planting rice while I was pregnant........[At] that
time I had so much pain and couldn't go out of the field so I told my husband who went ...to get 
the ...midwife. ...When it was 6pm the village midwife came... She was there planting rice. 
When she came, she ...lighted the fire for boiling water (laughs). The ...midwife sat behind me 
and did hand palpation on my stomach and told me that the baby was almost coming out then 
she pulled me up. I opened my legs and my baby came out." (Aunt Dam)
Support was given at home in various ways:
"I lay with my head up high. She got my bedding and piled it up ...and made me sit leaning back 
against it. If I had a contraction, I just held onto the bedding. ...If I had labour pains at night, I 
would give birth in the morning. Sometimes, I had already prepared my goods to go sell at the 
market but did not end up going - I gave birth first! ...Uncle (her husband)[helped too]..." 
(Grandmother Chom)
One woman remembered that even women in the town (with closer facilities) had wanted a 
renowned lay-midwife for homebirthing. It emerged that ultimately the choice o f caregiver was 
the woman’s. When comparing then and now, a few thought homebirth was “hard”133. It was 
the impression that things at home were relaxed after birth, women could rest and care for their 
babies in their own way. Yuu fa i  and other practices could be performed, and were facilitated
133 Although the durations mentioned (when specific) would not in general be considered long -  1 hour, 
3-4 hours.
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by being home. Massage was one practice frequently used pre and postnatally. Families could 
undertake these meaningful practices as they desired without restrictions:
"...At home I would bathe [my baby] in warm water. ...I bathed them myself and [my husband] 
boiled the water for it. ...The older people advised me. When you have just given birth, the 
baby's blood is not so healthy, so we have to bathe them in warm water to stimulate their
blood..........It is better to bathe with warm water. ...I [also] drank herbal whiskey134 [after I
birthed at home].........You have to take it slowly. Sip it occasionally until the herbs have finished
being pickled... Drink it for a month." (Aunt Tip)
Furthermore, there were connections between the birthplace and customary placenta burial:
"He was born in this house. They were all born in this house. ...Grandmother K [helped] with all 
of them. There was nothing wrong with me. ...Their placentas were buried here, nowhere else. 
...It was normal." (Grandmother Bua)
It became apparent that birthing in a home-like environment facilitated many beneficial birthing 
behaviours and practices. Homebirth enabled women freedom to exercise their own choices in 
terms of unrestricted movement in labour, and for various birthing positions. Women had 
opportunities to implement preferred practices since they were in their own spaces. Moreover, 
women could maintain their household functions as far as carrying out jobs and resting when 
needed. Another key feature of homebirth was that women themselves chose who would be 
present, and the point at which they wanted others to be involved -  relatives or caregivers were 
invited.
Decision-Making About Birth
In reviewing women’s birthing narratives, many reasons became apparent as to why women had 
birthed at home in the way they did (Box 5.1). While in some settings, some options were 
perceived and described as untenable, several available options were described where it seemed 
women had decided where they wanted to birth, and most often preferred to birth in or around 
their own homes. There was a rational process, pragmatic reasons, and I argue that in the 
absence of any alternative rationale, that was then the common practice. Foremost, women 
wanted homebirth because it was normal and traditional, and every village had a lay-midwife to 
assist:
"She wanted to deliver with the community midwife.........[to birth] in her house. ...[Because] it's
normal to birth at home, and ...it's traditional. ...When she got pain, her father her mother, 
would bring the midwife to take care [of] her. Every village had one midwife." (Aunt Lek, 3 
children, Northern)
Many women preferred the usual practice of homebirth with a familiar attendant, even when 
hospitals were available. Some were afraid of hospitals, hospitals were for sick people, and 
strangers worked there. Distance and travel limitations were secondary reasons:
"Yes [there was a hospital at the time when I had my first baby], but I did not want to go there...
134 This likely refers to a commonly consumed ‘pickled’ herbal drink.
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...I asked my mother-in-law to bring the midwife to help me deliver. ...No [women did not want 
to go to hospital for birthing at that time], some were afraid of the hospital..." (Aunt Rat)
"[...Birthing at home was] good. ...There was a hospital but I could not go there ...[because] it 
was new and just built ...and there were new doctors too ...I was afraid ...because nobody went 
there to give birth. ...It was far away too ...and I did not have a vehicle..." (Grandmother Yai)
Homebirth afforded security in the presence of family, but also some privacy. In general, 
women preferred to stay home:
"[Women] did not want to go anywhere [to birth]....... There may have been [hospitals] but we
did not dare to go to them ...because it was far away.......... In those days, they had ox-carts
(laughs)." (Grandmother Bua)
Women apparently supported homebirthing, it was customary, “everybody” homebirthed, 
hospital was not a desirable option for most. For some, homebirth was the natural choice 
because of transport restrictions, but also because they wanted experienced, knowledgeable, 
trustworthy lay-midwives, with whom they could feel safe:
"I did not think of going anywhere to deliver.........I wanted the traditional midwife to take care of
me because she was experienced, she could take good care of me." (Aunt Mook, 8 children, 
Central)
Convenience was found to be an important consideration when decision-making about 
birthplace. Homebirth with a lay-midwife was the most convenient option in the past for the 
majority rural population, when compared with the inconvenience of travel to a distant hospital. 
Women knew midwives who were readily available to help them, and were more comfortable 
with them (versus unknown doctors):
"[At the time of my first birth, women wanted to birth] at home. [Because] there was a midwife 
who could look after the ...woman, and it was convenient." (Aunt Mai, 12 children, Southern, 
rural)
Many women discussed ‘comfort’ during birthing and often referred to relationships in this 
context, and as having influenced decision-making. A large proportion described how they felt 
comfortable birthing at home:
"I felt comfortable when I was at home and the way to the hospital was really rough." (Aunt 
Phet, 5 children, Southern, rural)
"...People in the past [did not go to the hospital for birthing because they] did not know the 
doctor at the hospital..." (Aunt Htee)
There was disagreement among respondents about whether town-dwelling women wanted to 
birth in hospitals. At some point, nurses had also attended births in local homes. It emerged 
that it was unusual for young women to go to hospitals -  hospitals were seen as a place for old, 
sick people, not young, healthy women, and such women did not want to see the doctor. 
Grandma Chom did not know why birthing women should go to hospital:
"...[I wanted to] deliver right here [at home]. ...Yeah [if I was sick I would go to hospital, but if I
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was in labour I would not go to the hospital]. In the old days, young women never went to 
hospital. Only when they were in their fifties, sixties, seventies, they would go..." (Grandmother 
Chom)
‘Home’ incorporated a number of options. The construction of a separate dwelling in Mein 
tradition was explained. One purpose for this special structure seemed to be the incorporation 
of social support in the birthing process:
"In her tribe, when someone's having a baby ...they'll ...build a little shed on the side, and they'll 
be in that, they'll have the baby in that little shed, and ...the mothers on both sides will come and 
help. ...The ...baby and the husband are all in that little hut, sleep ...in that hut." (Min, 44ys)
Cost was another determinant. Care at the hospital was sometimes believed too expensive and 
women had many children. Homebirth was free-of-charge:
"At that time ...everybody delivered at home. ...Yes [there was a hospital...], but it was 
expensive, and I did not have the money for that. ...I had many children, so I did not have
enough money for [hospital] delivery........ [We] were poor ...I did not need to pay if I delivered at
home." (Aunt Tew)
Expert Lay-Midwives: Trustworthy, Skilled, Knowledgeable, Experienced
As with birthplace, women had some options for their birth attendants. Factors influencing 
decision-making were elicited during interviews. Women explained that local lay-midwives 
were the regular attendants, and determinants included good availability and close proximity of 
lay-midwives (they were apparently reasonably plentiful); the family and social responsibilities 
of women; honouring traditional ways; practicalities; comfort needs. Lay-midwives provided 
various forms of assistance to ease labour:
"At my first [birth], the lay-midwife helped me. Her name is Oi but at that time we called her
'Hire-Mum'..........That night, we asked [her] to come to my house. ...[She lived] not far away
from here. ...She took care of me and stayed beside me, massaged ...my stomach and then the
baby came out......... I lay down on the mat and opened my legs. ...[It was] not so long. ...Easy
[for all my babies]." (Grandmother Yai)
"[We preferred to birth] with the traditional midwife..........My mother-in-law... organised ...[it]."
(Aunt Tip)
Convenience was another factor frequently cited in the decision-making. It was convenient for 
women that midwives came to their homes. The intimate relationship that women had with the 
local midwives and the nature of the relationship -  supportive and empowering, was also 
instrumental. She was like a member of the family, and it was their close relationship that also 
inspired trust in the midwife’s skills. Illustrative of this relationship, women demonstrated a 
capacity to remember the names of their midwives, despite of the passing of many years.
"[I would choose the] lay-midwife [to help me birth]. ...Because she can help me and I know her, 
but the doctor, I didn't know him before so I would still choose the midwife." (Grandmother Yai)
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Box 5.1: Free-List: Reasons Given by Older Women for Birthing at Home
• Preference for home as location of choice
• Preference for lay-midwife as caregiver of choice
• No or poor transport options/difficult travel/prohibitive cost of travel
• Unwillingness to go elsewhere because everything that was required was available at 
home
• Good availability of midwives: close proximity, belief in their 
skills/experience/knowledge, relationship with/familiarity with them, trusted them
• Accepted, common practice, tradition
• Appreciated and wanted family involvement
• Affordable, minimal cost
• Felt safe and secure at home
• Comfort (physical/emotional) needs well met at home
• Convenient
• Afforded privacy
• Lack of confidence/belief in hospital care
• No medical model (pathological view) of pregnancy and birthing (rather a normal 
condition -  social view)
» Lack of familiarity with/confidence in doctors/medical services
• Fear of hospitals -  associated with illness, undesirable
• Few hospitals, and sometimes at a distance
• Strong belief in the practices surrounding homebirth, and associated herbal and home 
treatments if needed (no reason to change)
• Recognised their autonomy in the home situation (before and after birth), and valued that
• Generally birthed easily without complications
• Importance of postnatal rituals: yuu fa i, burial of the placenta (recognised that hospital 
birthing would disrupt traditional practices)
• The way of survival -  often worked late in pregnancy
• Unhurried births: freedom for nature to take its course in its own time, when ready
• Experienced positive reinforcement i.e. if births normal, continued the same way
• History of precipitate labours.
''[Women wanted the] ...midwife ...[because] she's in the village and we have a close relationship 
with her. She gives me encouragement." (Aunt Paa, 2 children, Southern, rural)
It was evident that women had confidence in midwives’ abilities, preferred, and highly 
respected them. When women spoke of their preferred attendants, trust and familiarity were 
factors which were repeated often:
"I trusted and believed in her that she could help and take care of me." (Aunt Phet)
Some women looked for emotional support from their attendants to allay their fears, which 
sometimes motivated inviting an expert:
"The traditional midwife delivered my first baby. ...[I chose her to attend] because it was my first 
...and I was afraid of danger to myself and the baby. I thought, what would I do if it did not 
come out? ...[If this happened] she would help massage so the baby would come out." (Aunt 
Tip)
Women said that quite apart from travel and access restrictions to medical services, they had 
actually wanted to birth at home with trusted midwives. It seemed evident that women 
themselves made the decision about their attendant. Women were overwhelmingly satisfied
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with the service, so there was high demand for the skills and knowledge o f midwives. Indeed, 
some were very popular in the surrounding areas, known widely:
"In those days there was the traditional midwife. They were everywhere. If, supposing, we 
didn't have a 'grandmother' around, we had to go and find another midwife. But they had them 
in every village. ...In every sub-district. ...Like the grandmother I told you about. She was the 
'grandmother' of all the kids. She went to all the houses in this village. Whoever was pregnant 
and went into labour would call for her. Even women in the town centre... would call for her to 
go to them. ...Yeah [it was] the midwives [who attended births]. Grandmother KT went 
everywhere........All villages had them. ...But it was up to [the women]..." (Grandmother Sri)
Women had followed others’ recommendations in their decision-making -  the midwife’s 
reputation and experience were taken into consideration. Women were confident in their local 
midwives even though not formally trained:
"They said the village midwife can help so I asked [her] to help me. ...I don't know [if she had 
studied] but I had heard that she had helped women to give birth in many cases." (Aunt Dam)
Other reasons were pragmatic -  help was available from the midwife for meeting women’s 
comfort needs. Some believed that birthing did not usually require the services o f an ‘expert’, 
where some women apparently made decisions based on their own birthing histories, and 
considered who was available at the time. Some women asked only their husbands, otherwise 
an older or other relative:
"Some women ...who usually ...birth easily, they just ...ask ...their husbands to help them, but 
some women, those who usually ...had very difficult births, they ask their mothers... or 
grandmothers... or if they don't have [either] ...asked their other relative to help..." (Aunt Om)
Narratives indicated that the extensive experience o f midwives was valued by women. Many 
conversations demonstrated that the lay-midwife was perceived to be expert in birthing 
knowledge and care, women explained that birthing experts “know”, and they had followed the 
midwives’ guidance:
"...[The lay-midwife] gave me support, you know. She delivered it for me. [They] know when 
the baby's stuck or what position it's in. They help you deliver it, help to make it come out 
headfirst... yeah, they know, when it's coming, when the head's in the right position, we have the 
strength to push, and she makes us push, push! ...And we push." (Grandmother Sri)
From the descriptions o f events it was ascertained that the midwife acquired a knowledge of 
labour progress and interpreted this from her experience. She sometimes guided women how to 
position and when to push:
"When the midwife told her to push, and she did ...then the baby came out. ...She laid down on 
the floor and used a rope ...laid down ...with her knees up." (Aunt Htee)
Women described potentially, the practice o f external cephalic version135 by a lay-midwife for 
possible breech or malposition:
135 External cephalic version (ECV), or some type of manipulation.
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"[She birthed] five [babies] on the Mountain. ...She had one very difficult ...birth ...it hurt, so 
much, and long ...a long time, to come out. ...The older [lady] helped her, she tried to move the 
baby, because ...before the birth ...the head [was] up, and the legs [down] ...and so they move 
...the baby, to the head down. ...Yeah, they do [water] with magic power and give to her... 
...Oh ...she ...hurt, almost died, she said..." (Aunt Htoo Naing, 5 children, Northern border, rural, 
Karen)
Some women believed the “traditional doctor” was also expert in birthing care, beneficial 
especially in the case o f a complication:
"[The midwife] was a man, not a woman. ...She doesn't know... why the midwife was a man. 
...[She chose him] because ...he had a lot of experience, and ...he was a traditional doctor. 
...Sometimes we have a problem in the delivery, he can manage ...take care of everything." 
(Aunt Lek)
Some women relied upon midwives if  family were not available. Lay-midwives had a lot to 
offer as far as knowledge on mother care and postnatal diets, and were the experts on baby care 
according to women:
"...I wanted to have ...the midwife look after me.........Because the midwife will know everything
about taking care of a baby ...everything from taking care of oneself to diet to restoring one's
own physical health........ The midwife [took care of me], because at that time the midwife was
closest to my home. My husband had to go away and work outside the village, so the midwife 
came to look after me." (Grandmother Chit)
There was also an implicit suggestion that a relative could care best for a labouring woman, and 
it was protective:
"[I have] never [heard of maternal deaths around here] ...because the women would deliver by 
the village midwife who was her relative. So she knew [her] very well. No-one died from that 
...[because] this ...midwife, she had a lot of experience..." (Aunt Tew)
A situation-based choice was sometimes made -  if  a problem came about a spirit-doctor would 
be called in some settings, otherwise, a mother, or available older, female, immediate family 
member who was good at birthing care:
"They didn't have [a lay-midwife], they used the family, on their own. ...The mother [on either 
side] ...or the old person... whoever was there at the time. ...If it wouldn't come out they would 
have the spirit-doctor. ...At that time, they would not tell a lot of people they were pregnant, 
because they said ...the more people that knew... the longer the labour would be, and so, they ah, 
wouldn't tell very many people, but they would know, who was good at [birth care] in their 
immediate family, and they would ask that person." (Aunt In)
Old people were experts in the past. Since age bestowed a certain amount o f ‘expertise’, some 
chose to birth with the eldest person who was believed to be skilled, and knew “how to do it”. 
Mothers, mothers-in-law, grandmothers, aunties, sisters, sisters-in-law were reported attendants, 
and the midwives who had attended the respondents were sometimes relatives. Nine out o f the 
27 respondents had attended births, either as lay-midwives or as older family members. As 
youths, the women had sometimes observed their mothers’ birthing. Aunt In had assisted with 
two uneventful births -  she had never been trained, but since she had birthed seven babies
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herself, she was ‘experienced’ . She also reported the spirit-doctor was the required expert for 
complications:
"No-one taught her, she just did it (laughs). I've only had seven of them so... [that qualifies me!]. 
...[If she had a complication while assisting a birth] she'd find the spirit-doctor ...he makes magic. 
...She said the names of two old spirit-doctors, who in the old days, knew how to do that..." 
(Aunt In)
Findings indicated these women had several options for birthplaces and attendants, and had 
exercised some agency. Insights into the decision-making processes were offered, where 
women identified pragmatic factors and underlying values guiding their decisions (Box 5.1).
Holistic Birthing Care
Female Companionship, Emotional Needs and Care
In pregnancy, the maintenance o f good emotional health was believed important for overall 
maternal health:
"[Women should] watch what they eat, exercise a bit and keep a peaceful mind ...This will keep 
you in a good mood ...for the mother and ...baby." (Aunt Mook)
It seemed usual, that women looked for the intimate support o f their husbands; holistic care 
from a midwife; support and help from close family members. Findings from informants also 
indicated that birthing was most often a social event and a family affair. Speaking with women 
o f different groups indicated some differences as well as similarities. Narratives indicated that 
labouring women were given companionship, emotional support and encouragement from 
trusted significant others, often older family members -  their mothers or mothers-in-law, female 
friends and neighbours, as well as their partners. There was a significant role for older women 
in birthing care and support, and they commanded some respect for their knowledge and 
experience. Many respondents had attended or assisted their daughters, daughters-in-law, 
sisters, sisters-in-law. Women appreciated other women helping them, and outlined the 
importance o f “ knowing”  each other:
"...Like ...if her daughters gave birth, she helped........ oh ...not only one old lady ...any like ...when
...she is going to give birth, she went and ...called the elderly lady, and also other elderly ladies
who wanted to help, they would also come.........She asked [them] because she cannot deliver by
herself, because she knows her better." (Aunt Paw)
It was found that lay-midwives not only provided physical assistance, but also took a prominent 
role in imparting emotional support for birthing women. In a gesture o f affection, the women in 
one village called the lay-midwife ‘hire-Mum’ . The preference for midwifery care, women 
explained, was related to this close personal relationship, and the midwives’ supportive 
behaviours:
"[The midwife] helped support me and took care of me like a friend..." (Grandmother Chom)
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"The lay-midwife took care of [me] and... empowered... supported." (Aunt Lek)
Consistent with the meaning of midwife, ‘with woman’, it was apparent that ‘presence’ was 
important in helping women feel safe and supported around the time of birth. Midwives had 
stayed through the night while women laboured, and women spoke of the reassurance of 
companionship when they were fearful:
"Back then ...we had to persevere. We had to make it through one [birth] at a time. I was 
afraid... Afraid something would give rise to something else... Before the moment of birth ...I 
would sit and talk. ...They would sit at my side..." (Aunt Dta)
"They called someone to come and stay with [me], but they didn't help with anything, they 
[were] just kind of, a companion." (Grandmother Sook)
The unique role for women in empowering and instilling confidence in one another was evident:
"When I gave birth to my eldest I was home with my mother-in-law. She was not scared. She 
once delivered her babies herself, so I delivered it myself [too], it came out on its own." (Aunt 
Tip)
There was something more meaningful for women about being at home in familiar surroundings 
with family support, and this was common in the postpartum:
"...Delivery at home was good because that was my home, I could take it easy. ...I could take 
care of my baby at home... and ...had many people to take care of me too..." (Aunt Tew)
The offering and acceptance of this support recognised that birthing is not dissociated from the 
mind, there is a mind-body connection and symbiotic state needed for successful labour.
Partner Support and Labour Positions
Many women reported they had chosen their husbands to be with them during labour and 
birthing, acknowledging their unique, close relationship:
"I wanted to have my husband take care of me [while birthing], because when I married I came 
to live with my husband, just the two of us..." (Grandmother Chit)
As the women and informants described it, special attention was given to attending women’s 
physical needs during labour, birth and the postpartum. Physical support was provided in many 
instances by husbands. Women demonstrated how they were positioned during labour -  an 
upright stance with support from behind or above with materials or persons:
"My partner supported me from the back ...[holding me steady]." (Aunt Dta)
A length of cloth was often used for the construction of a ‘rope’ which was usually suspended 
from the rafters and facilitated upright labour positions:
"...[Her attendant] wrapped up a ...big ...cloth ...yeah [put it] over the rafters, and she ...hung on 
to that, and used that for a [support]." (Aunt In)
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Husbands were present at many births, and many women received direct assistance from them, 
in conjunction with a midwife. Husbands’ roles included providing emotional support during 
labour, fetching the midwife, carrying water, boiling water for bathing the baby and mother, 
preparing an implement (often bamboo) to cut the umbilical cord, assisting the mother to bathe, 
burying the afterbirth, and occasionally transferring the woman to hospital when that was 
required. Husbands often brought the midwife when the ‘waters’ broke or when it was 
determined close to the time of birth. Several women reported their husbands assisted in the 
actual birth. When partners were not available to provide physical support, midwives or other 
assistants sometimes aided in this role, as it seemed instinctively useful:
"Mien people, they won't let [women] lie down flat, when they... [are giving birth]. ...So 
sometimes someone would help them stay up." (Grandmother Sook)
"...The elderly [lady] lifted her up, and let her kneel down and [she] gave birth that way. ...The 
lady lifted up the woman, and pushed her knee in [her] back." (Aunt Om)
The partner’s role was not only inside the birthing circle, Aunt Om described how in her culture 
it was customary for husbands to hunt a wild boar, dry the gallbladder, mix it with alcohol, and 
his wife would eat it for the relief of afterbirth pains. Unusually, one participant reported her 
mother-in-law “wouldn’t let him in the house [while she birthed]”.
Birthing Spirituality
It was ascertained that participation in religious and spiritual practices was important in relation 
to emotional, spiritual and physical well-being. Spiritual factors were significant during 
pregnancy, delivery and postpartum, and when considering the choice of birth attendant(s). 
Spiritual support was often provided by lay-midwives, spirit-doctors and monks. Spiritual 
practices used to ensure birthing success included: the regular reciting of incantations, which 
allegedly aided a smooth birth; and if an obstruction was encountered, consultation with a spirit- 
doctor, worshipping the spirits, and/or the use of naam mon136. In all groups studied, birthing 
occurred within a broader cosmology, as did life and death, thus birthing spirituality was 
contextualised within local belief systems. It was believed that actions during pregnancy 
influenced labour processes, and spiritual problems sometimes occurred, which needed spiritual 
intervention. The services of a specialised practitioner were sometimes sought, who was 
expected to “make magic”:
"...She was in labour from early morning until night. ...She was ...using the rice pounder ...and 
...then she started to ...go into labour ...she was coming in and out the door, and she stepped on 
some evil spirit... which was a problem, and ...the spirit-doctor helped her with that..." 
(Grandmother Sook)
"Her son gave her water with magic power ...after she drank [it] ...not too long ...she can 
...birth..." (Aunt Htoo Naing)
136 naam mon is magic water.
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Spiritual practices around birthing were reported by women, and these could have important 
implications:
"In those days, they kept [the placenta] ...because they believed that if they throw it away ...the 
baby's spirit will not be ...together with the baby..." (Aunt Paw)
Postnatal and Newborn Care, and Feeding Practices
Findings indicated the attendant waited, and once the afterbirth was expelled, he/she would cut 
the umbilical cord, while also ensuring maternal bleeding stopped. Applying abdominal 
pressure or massage to aid placental expulsion was reported. Grandmother Tong told her story:
"I had labour pain for one hour, after that I gave birth......... [The midwife] helped me to push...
...[She] ...sat in front of me and used her hands to pull down on my stomach to help the baby go 
down and come out, cut the umbilical cord and gave the baby a bath. ...She used mai rou^ 1 to 
cut the umbilical cord ...sharp and very thin. ...Never used the blade to cut because we were 
nervous about tetanus infection. [She] would leave one inch of umbilical cord ...we used thread
and tied it before cutting.........After ...I strained to pass the baby and the ...midwife ...massaged
my stomach [lightly]. Then the baby came out first. After ...she ...massaged ...again and told me 
to sit in the knee-up position and then the placenta came..." (Grandmother Tong)
Perineal bathing (sometimes with herb-infused water), and drinking warm water were
commonly reported for perineal healing. It was believed natural healing would occur:
"The village midwife told me to let the [perineum] heal by itself.........No [suturing] at all. ...Left it
for a month. ...I could not move, just sit and I took a bath with warm water." (Aunt Tew)
It seemed customary practice to have someone care for the newborn baby. Infant care 
immediately after birth often involved wiping/cleaning the baby, cutting the cord, bathing the 
baby, and in some cases feeding the baby with breastmilk substitutes. Wrapping the baby with a 
cloth and keeping it warm were also mentioned. One ‘home remedy’ method of stimulating a 
stunned baby was recounted:
"...The midwife would chew up an onion and spit the juice on the baby to make [it] cry. If [it] 
didn't cry or make any sound it could mean that it had choked on some of the fluid and could 
possibly die." (Grandmother Chit)
Baby bathing was described:
"...The midwife comes for the birth and you would hear her ask for honey ...that she would 
spread on the baby to wash [it]. ...[She would do this for] every baby." (Aunt Dta)
Bamboo was most commonly reported as the implement of choice for umbilical cord-cutting, as 
it seemed readily available around the home. Some women spoke of sterilising it. The bamboo 
sliver, hia'iH was mentioned, was often prepared by the husband or lay-midwife, and it seemed 
that the cord was tied or knotted before cutting. Quite a few women had birthed alone and 
reported they had cut the cord themselves. A story about postnatal practices:
137 mai roug is a bamboo plant.
138 hia is a kind of plant material similar to, but thinner than, bamboo.
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"...[To cut the cord]... they'd place a piece of coal, from the fire, under the umbilical cord. ...They 
had to be careful the bamboo sliver didn't cut their fingers while doing it. ...Just cut it, and that's 
it. ...They tie the cord... Three days later it falls off on its own. It's dried up then." 
(Grandmother Sri)
The husband was often involved in the process of lighting a fire to heat water for baby bathing, 
and the birth attendant usually bathed the baby, sometimes a family member or the mother 
herself. Babies were sometimes kept in threshing baskets.
"The village midwife advised me ...how to give a baby bath by putting the baby on my shin. ...I 
fed the baby then gave it a baby bath." (Grandmother Yai)
A herbal baby bath was reported in the South:
"[The lay-midwife] boiled the water to pour on a penknife for a while before she used it to cut 
the umbilical cord... I took the baby to ...bath with S ad 39 and kept the baby warm by sitting 
near the stove." (Aunt Phet)
It was customary for women and families to help each other postnatally. Rest and recuperation 
were important facets of postnatal care, and this included massage therapies. Yuu fai processes 
commenced soon after birthing. Various local/herbal medications were taken postnatally for the 
prevention of dizziness and the restoration of health. It was the usual practice, as explained by 
women interviewees, that mothers breastfed their babies. Breastfeeding was portrayed as a 
normal and expected part of infant care in those days. None of the respondents reported having 
had any problems with their breastmilk supply, or other issues related to breastfeeding, although 
they did pay special attention to their diets with breastfeeding in mind. It was with an air of 
satisfaction that women reported their breastfeeding histories. The reported duration of 
breastfeeding varied from months to years. Grandma Yai spoke of breastfeeding multiple 
infants concurrently. Women explained customary practices:
"We gave our babies straight breastmilk. ...We never saw powdered milk. They were raised like 
this." (Grandmother Bua)
Women successfully breastfed many babies:
"[All] of my babies drank my breastmilk. ...I did not buy milk. ...Where would I have gotten the 
money to do that! ...[I had a lot of milk]." (Grandmother Chom)
"I took care of all the children by myself. ...All my children drank my milk and never got 
vaccinations, so lucky they were always healthy. Never went to see the doctor..." (Aunt Tew)
However, it seemed that in some cases at least, breastfeeding was not exclusive up to six months, 
as is currently recommended. Alternative fluids were given to babies in the early days before 
the mothers’ milk was ‘in’:
"When the baby comes out and cries, we take honey melted in hot water and drop it into his 
mouth until our breastmilk comes. ...I learnt [this] from older women. Give honey mixed with 
water for the baby to drink ...to stop it crying, until our breastmilk starts flowing..." (Aunt Tip)
139 sao is a kind o f Southern traditional herbal medicine.
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"When the child cried, I gave it drops of water to drink, because the mother would not yet have 
breastmilk for [it]... The mother would have to drink hot water before her breastmilk would 
flow." (Grandmother Chit).
As in many other settings, women reported that returning to work (usually after one month) 
influenced the duration of breastfeeding. Additionally, solid foods (usually some form of rice, 
banana) were often introduced early -  even after a few weeks or days:
"Then, one month after birth, you would have them eat rice. Sometimes even before [that]. 
...Some people chewed it for their baby. Some ...pounded it. ...Because back in that time ...after 
one month, we went back to work. ...After the baby ate rice ...we would put him in a hammock 
and go work. ...Back then there was no [alternative milk]. They had to eat rice. Once we 
finished eating, we went to work ...had Grandma or Granddad rock the baby." (Aunt Dta)
Women explained beliefs about the relationship between foods eaten by the mother and 
breastmilk content, and how mothers were careful:
"You have to look after yourself. ...Whatever you ate, whatever you drank, it would quickly get 
to the breastmilk. We were worried our baby would have a stomach ache." (Grandmother Bua)
Dietary advice was given to breastfeeding mothers to ensure health, and to increase milk supply. 
Eating hua plee140 was recommended to improve milk production, and yaa homu \  to nourish 
breastmilk:
"[Postnatal women should] ...choose ...healthy food and drink milk. ...I could eat naam ph i/42... 
to make the baby stronger ...to help with the milk... [So] the baby would not feel stomach pain 
or have diarrhoea." (Grandmother Yai)
"She shouldn't eat [foods] which have a bad odour. ...She would get sick from that. ...Like 
143onions, cha om . She ...wouldn't have any milk for the baby." (Aunt Dam)
Several respondents spoke o f the difficulties associated with caring for and feeding a newborn if  
the mother did not survive the birth. In some instances it was deemed impossible, and the baby 
was “let die” and/or “buried with the mother”. If the baby was “lucky”, an alternative could be 
found. Weak rice-wine was sometimes given to babies, among other things:
"...Well, it was difficult [if a mother died]. The men did not have milk to feed their babies, in 
those days. There was no milk in the rural areas ...condensed ...or powdered milk... I once had 
to look after my younger sibling when my mother was sick and had to find milk, and eventually 
had to give it ...condensed milk. But when I had my own baby, I only fed it my breastmilk... 
never gave it canned milk." (Aunt Tip)
Challenges of Birth “On the Mountain”
Notable experiences were told by women from ethnic minority groups, where differences were 
found in some features o f birthing and in attitudes and practices. It was clear that many
140 hua plee  is banana blossom.
141 yaa  hom is herbal medicine.
142 naam phu is a type o f Northern Thai fermented drink made from crushed field crabs. Northern Thai 
people believe that the smell o f naam phu will make the postnatal mother sick.
143 cha om is a Thai vegetable, it does not have an English common name, it is a plant o f the 
LEGUMINOSAE family.
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inequalities were present. These women had most typically resided in remote or rural locations, 
where many barriers to health and services-seeking became apparent -  geographical issues were 
a significant factor influencing decisions, practices and outcomes. Among this sample of older 
women from ethnic minority groups there were no hospital births. Access, in general, was 
clearly a more significant issue among these groups. Women preferred to homebirth, as getting 
from the village to a facility required hours, there was no road, they had to go through the forest, 
and had to walk or be carried in a hammock. They were also expected to pay money for 
transport and hospital services, and cash was not readily available. Therefore, these women had 
fewer options than Thai women:
"[...When women birthed they] ...delivered in the house..........They preferred to deliver [there]
...because it takes time, long hours from their village to hospital, and no road......... [It's] a long
way in the forest to the hospital, or the health centre, so they prefer to deliver in the house. 
...[Also they had] no money, they [usually] eat in the family, but, if they, travel ...to hospital, they 
have to have money to pay, and sometimes, they have to pay in the hospital as well." (Aunts 
Htoo Naing, Mei San, Eh Win, Northern border, rural, Karen)
Aunt Paw birthed in a comer of her house in Karenni State (Myanmar), and in Thailand did the 
same, and a field-hut was sometimes used for birthing and convalescence:
"Every one ...delivered at home. ...In the Karenni ...traditional house there are no rooms 
...everybody sleeps on that floor, so when she wanted to give birth, she just takes the cloth and 
put this at the corner, so she just delivers [there]." (Aunt Paw)
These women were more likely to have had an elderly relative (“the old woman”) as the primary 
attendant. This attendant was potentially less experienced than a lay-midwife, but women could 
choose their attendant from available relatives. Going to hospital for birthing was initially 
unheard of, and quite inconceivable:
"At that time no-one went to hospital [for birthing], ...No-one had ever done it before ...they 
didn't know about the hospital, they knew there was a hospital, but they didn't know to go there 
to have babies, it's a long way so it was very, very hard to get there." (Aunt In, Mein/Yao)
Karen women had no access to ANC due to the lack of infrastructure:
"No [the women] ...never saw the doctor ...the health centre. ...When they [were] pregnant, 
there was no road, nobody [to provide ANC]. ...[Now] by motorcycle, it's three hours..." (Aunts 
Htoo Naing, Mei San, Eh Win, Northern border, rural, Karen)
Women told of barriers to Akha women hospital birthing, which included the tendency to have 
quick labours.
5.3 Birthing as a Rite-of-Passage: Rituals, Meanings, Symbolisms, Power
This analysis indicated that ritual aspects of birthing held significant meanings for women and 
families, and a lot of resources were invested in these. Women spoke at length about these 
practices, often giving methodical and detailed descriptions. The month following birth was an 
intense period of rest for the mother, when ritual behaviours were conducted, largely aimed at
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rejuvenation. The ‘proper’ performance o f these rituals involved many people -  husbands, 
extended family, neighbours. Women reported prevalent customs regarding the afterbirth, often 
this was buried, and frequently the place o f burial was specific and significant, commonly, 
under the house ladder, “...sometimes under a tree at the back o f the house”. The lay-midwife 
sometimes undertook this ritual and significant meanings were noted:
"...The midwife would take the afterbirth and put it in an earthen pot then sprinkle it with salt 
and close the lid so that the afterbirth didn't become rotten. ...After about three days [she] 
would... bury [the pot] underneath the house144. The belief is that if the afterbirth is buried 
[there] ...that child ...will stay close to home. For each child the afterbirth is buried in a separate 
earthen pot..." (Grandmother Chit)
A Karenni tradition o f boiling and keeping the afterbirth, was maintained even following 
migration to Thailand:
"...In those times, [they] boiled [the afterbirth] and ...put it in a bamboo tube ...they keep it. 
...The cord and [placenta], they boiled them ...it will shrink ...so they put it in a bamboo tube 
...weave bamboo and cover it, and ...keep it very well." (Aunt Paw)
Yuu Fai: ‘Staying the Month’, and Herbal Therapies
The postnatal practice o f yuu fa i  (literally: staying by the fire) was described by women from all 
ethnic groups. This practice involved staying indoors and resting, commonly for one month145. 
Women considered that undertaking yuu fa i had assisted them to return to work, healthy and 
strong, where it was believed that sweating rid the body o f “toxins”:
"In the past, mothers would be healthy after they gave birth... [They] could do anything like 
normal. ...[We] just laid down [indoors], did not move fast for a month... because I might end 
up with long-lasting ill-health ...feel sick or faint." (Grandmother Yai)
Taking care o f oneself was also important following birth. Commonly reported home-based 
self-care practices were described including herbal sauna. This participant described the 
practice o f nang than (to ‘sit above the charcoal’):
"They also did a thing called 'getting back into shape.' ...They would arrange large stones in a 
circle and light a fire. They would dig a hole first ...under the house ...[and] ...place the stones 
they fired in there. They would ...put a pot in the hole and ...pour water into it and make us sit 
on it ...let[ting] it steam. It was to get the womb back into position. ...They poured herbal water 
over the hot stones ...the steam would ...rise to my bottom, down there... They would cover me 
with a cloth and then I would sit. ...About 7 days, 10 days ...for a while. Until we felt better, 
until our womb didn't hurt anymore. Until the smelly discharge stops. ...We drank ...water
constantly ...herbal water........ When we were 'getting back into shape' we were told to take care
of ourselves internally, so it wouldn't be abnormal. The herbs were good for the blood and for air
in the body. The [traditional] doctor advised us to take them. ...And we had ...medicine....... for
irregular periods. If you did not feel well, he would give you that medicine ...for wind in the body. 
...And ...you would be cured. ...[We] never had to go [to hospital]. After yuu fai, it was all over. 
...You could then bathe and wash your hair, and change your clothes. ...After one month." 
(Grandmother Sri)
144 Remember, Thai houses were built on stilts.
145 From three days to six weeks were mentioned.
-  115  -
The importance o f properly undertaking yuufai was explained, and women said they did this to 
avoid health problems in later life. The principle behind yuu fa i  was to keep warm, as this was 
critical for postnatal women. Another objective was preventing ‘wind’. The application of the 
principles varied, using fire, water, and/or clothing. Often the use of cold water was banned, 
bathing frequency and hair washing were restricted:
"...They said not to bathe [too early] because skin around the stomach was 'distant'. ...If water 
entered, when we became old we would be dizzy and faint." (Aunt Dta)
"I wore thick clothes and socks... and had to sleep under the mosquito net to protect against 
wind." (Grandmother Long)
"I did not bathe for a while... once every few days, but we washed our perineums everyday. 
...The 'doctor' would not let us [bathe]. She said it would be painful. Women who gave birth 
had stretched skin." (Grandmother Sri)
Aunt Rat gave a description o f herbs used in yuu fai. The concoction naam phu was mentioned 
specifically by several Northern Thai women:
"All the mothers in the past had to yuu fai........ I put bai p/ad^  on my seat and lit the fire with
the charcoal under[neath], then I sat [there] ...to help the uterus get smaller, and I lifted the 
stomach up with a cloth tied around tightly. After that, I had to drink boiled p/a/ 47 with water, 
naam phu too..." (Aunt Rat)
Women described using hot or warm water, and Aunt Om explained its use for stimulating milk 
production:
"People in those times ...stayed by the fire. ...Once she delivered ...she bathed in very hot water 
...that makes your skin red, ...she soaked a towel in the hot water, and they ...heat from the head, 
down the back ...the knees, and the feet, like that. And also the breasts ...heating the breasts 
with hot water, makes you have lots of milk. ...In the past, they, relied on hot water and fire a 
lot." (Aunt Om)
Postnatal massage was conducted, and women spoke o f herbal compresses. Grandma Tong 
explained that doing yuu fa i made her feel more comfortable after birthing:
"...Later [the lay-midwife] came to visit me and brought salt and p/ai mixed together with a 
mortar, she then wrapped this with thin white cloth and pressed down on my skin, massaged it 
on my body, breasts and legs. She did this for three days ...[by] routine [for all postnatal 
women]. ...I laid by a fire after delivery ...to stop bleeding ...and took [herbal] medicine for 
getting away ...blood ...left over in the body... drank salt solution... I lay ...with the fire beside 
me sometimes behind me ...on both left and right side ...turned ...over. I did this for ...15 days. 
...My parents asked me to do this because it would help by sweating, that means it was a way to 
get rid of toxins... and it made you drink more water to make you healthy. If I didn't do this, I 
would have a headache." (Grandmother Tong)
Some described yuu fa i  as “observing] the postnatal restrictions”:
"...In the old days, when they lay by the fire ...they did not light a fire. Some people light fires, 
but I did not. ...I took care of myself ...[did the right] things on my own." (Grandmother Bua)
146 baiplao  is a Thai herb, people believed in the past this was a herbal medicine that could enrich their 
health.
147 plai is a kind of Thai herb, it smells like metal. It does not have an English common name -  a plant in 
the ZINGIBERACEAE family.
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An abdominal binder was believed to prevent the uterus from becoming “loose”, and this 
concept was also found among all ethnic groups:
"[The lay-midwife] ...gave the mother some equipment that she made such as some cloth... for 
tying ...my stomach tightly... My parents always told me ...'if the uterus is flaccid, it may cause 
pain'." (Aunt Tew)
Additionally, a head wrap was often used:
"[The lay-midwife] would boil [herbal water] and give it to us to wash with. ...We would take 
care of ourselves from that point on. ...After giving birth I wouldn't do anything [else] ...when we 
sat by the fire. A cloth was tied around my head, and my stomach was bound for a month ...to 
lift it. They call it 'lifting the stomach,' it ...holds up the stomach. ...I wore a long-sleeved shirt to 
protect my skin from the air. That's what I was told to do. When we give birth, our skin gets 
stretched and air can enter... When we get older, we could get aches. The traditional doctor 
told me this... Same with the head because we will get headaches if we leave it open to the air. 
It needs to be wrapped. Even if it is hot, it is necessary." (Grandmother Sri)
Quite a few women explained their use o f herb-infused, “medicinal” bathing preparations:
"...[The lay-midwife] ...boiled water with tamarind skins, herb[s]. ...I would use [this] to wash 
with. I did not use any medicine or creams. ...The Elders did not let me. ...They said air would 
get in through the hairs on my skin ...[and would] stay inside. ...If it was not yet one month after 
giving birth ...I stayed home. We were not allowed to do anything. That's why it was called 
'staying a month' or ...'mother grabbing a month'. ...[This] meant you were not supposed to go 
anywhere ...had to wear long-sleeved clothing, bathe in boiled water ...drink ...herbal tea." 
(Grandmother Chom)
"...[The lay-midwife] boiled bao leaves. ...[We bathed with] water from bao leaves that are found 
around the village. It's a fragrant leaf. ...[She] would boil [these] or olive juice/skins ...because 
it was medicinal..." (Grandmother Sri)
The problems that could come about if  one did not yuu fa i  properly were explained:
"...We were afraid of getting pins and needles. ...If we felt hot, we just had to put up with it. 
...[I] ...scrub[ed] myself ...because I was afraid air would get into my veins." (Grandmother Bua)
On the contrary, Aunt Tip thought yuu fa i  was uncomfortable, and had never actually 
participated fully; she had rested a month, stayed indoors and drank herbal whiskey. Drinking 
herbal infusions was a big part of yuu fai, and among other things, was believed by many to aid 
breastmilk production and/or quality and “flow”:
"I had [good] breastmilk. ...I drank fragrant herbal tea ...continually. ...It gave me breastmilk 
...nourishes [it]. ...Some herbs [are useful like] jackfruit tendrils, for when your breastmilk was 
not enough..." (Grandmother Bua)
Several older women spoke o f the properties and uses for ingesting herbs postnatally: “to help 
blood circulation after delivery”, “to stop palpitations”, for “improving my appetite”, to “purify 
the blood”, “to release gas”:
"After ...delivery, I took herbal medicines that can help you stop feeling dizzy. ...It was boiled 
with p/ai until it had a good smell and I drank it instead of drinking still water." (Grandmother 
Long)
Grandma Chom successfully breastfed ten babies, and her husband credited this achievement to 
consuming a bark tea, and food restrictions. The asafetida herb was reportedly used for
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avoiding “stomach aches” when breastfeeding. Women recalled other postnatal uses for herbs -  
inhalations were also made:
"After parturition, the mothers had to yuu fai, sauna in the herbal tent, smelled and took herbal 
medicine. ...We could treat ourselves ...with herbs such as Kaffir\\me... mango, tamarind leaves, 
p/a/and soap p o d 48." (Grandmother Tong)
Yuu Fai: The Importance of Food
Numerous descriptions of maternal dietary recommendations were recounted, and had been 
adhered to. Many women discussed in detail, the importance of a proper postpartum diet, and 
there seemed a sense of foreboding:
"...After delivery, do not eat soup that is made from shellfish because the baby will not be clever, 
some old Thais believe..." (Aunt Rat)
”We have to listen to ...the Elders, then our health will be good. Like, about what to eat. They 
told us what unhealthy foods not to eat. We believed them. If we ate it, then what would 
happen? We were ...scared about eating right. If we did not believe them, we ate it and got sick, 
what could be done? ...[We might] get sick, get a disease, something like that... if they told us 
not to and we did not listen to them. ...Food is important." (Grandmother Sri)
Dietary restrictions were in place for various lengths of time (3 days to 1 month). The reasons 
given were varied from body aesthetics, to increasing breastmilk, reducing “wind”, and 
achieving emotional well-being:
"After delivery, [women] should eat nutrient-rich foods. This will be useful for the mother herself 
and the baby. Good foods help the recovery of her uterus and make a flat belly." (Aunt Noi)
A particular type of rice (khao cheel49), pork and dried snake-head fish were commonly 
consumed, while highly flavoured, sometimes spicy, ‘smelly’ foods, and “toxins” were 
especially avoided. From most mothers’ reports it seemed that salt intake had been encouraged. 
Smoked and fermented foods were consumed by several women, others described their diets:
"Food... was a bit difficult. I ate boiled vegetables ...[and] chilli dip. Three to 7 days afterwards,
I could eat [it] ...made from grilled chillies, grilled till they were fragrant. ...Then we would mash 
them up [with] a little salt. ...[The lay-midwife] would gather vegetables and blanch them for me, 
such as banana flowers or jackfruit ...and I ate them with rice. If I was to eat ...pork, I could 
only eat the meat, not any fat/oil ...it would be barbequed, not fried. In those days... we could 
not eat anything that had a strong smell. ...I could eat lettuce, luffa gourd. I could choose what 
to eat. ...The[se foods] help you put on fat. If we eat unwholesome food, it is not good for us. 
It could make us ill. That is why they do not let us eat them." (Grandmother Sri)
"I controlled what I ate myself. ...I did not eat unwholesome foods. I just ate chee rice ...boiled 
vegetables. ...I ate fish, like other women when they are laying by the fire. ...You are not 
supposed to eat [beef] ...because of the fear of getting abnormal periods. ...It means when you 
get really ill, headaches, dizziness, like that. ...There was boiled pork ...boiled without adding 
shrimp paste or fermented fish, just ...salt. ...I ...dipped rice into it and ate it (laughs). ...I did 
not have any fish sauce ...while I was laying by the fire." (Grandmother Bua)
"[After birthing] I ate pork, meat balls......... I could not eat eggs. ... Most of the mothers ate
14X soap pod  is a Thai plant, its taste is sour and astringent. Food that is cooked with soap pod  is believed 
to purify the blood.
144 khao chee is sticky rice (glutenous rice) grilled over charcoal, often sprinkled with salt.
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roasted salt. [For] 2 weeks ...I ate [that] with khao chee." (Grandmother Yai)
Other restricted and allowable foods were described:
"We had to wait [before eating everything]. ...I didn't eat anything with toxins. ...Catfish, 
chicken, spicy salads, etc. ...We grilled [pork] ...[with] edible plants ...and vegetables, we could 
eat ...luffas, gourds. ...Starting with the second month we started to eat anything. ...In the 
country, we have frogs and all sorts of things." (Aunt Dta)
"...After delivery you must not drink cold water, eat longan, sapodilla, jackfruit, and durian." 
(Aunt Noi)
Dire consequences could result from not following the dietary restrictions and Elders’ advice. 
Some dietary limitations women described were extreme, like a semi-fast. A Karen woman 
recounted that she ate a type o f bark with rice:
"She was allowed to eat only ...boiled rice. ...There's some belief that you cannot eat anything 
but mai fatso in hot water ...until [you've] finished yuu fai..." (Aunt Htee)
"...In those times ...after delivering... mothers ...were allowed to eat only ginger. ...Steamed 
ginger with salt, and she ate only that ...and chicken ...just not the whole only ...the chest ...but 
she said she could not afford to eat chicken every day so she ate ginger. ...One month, only rice 
and ginger." (Aunt Paw)
Appropriate postpartum beverages were also described along with their benefits:
"In those days ...I drank 'crab-water'151 and such. ...I don't know [why]. Back then they said to 
drink it. ...It helped not feeling light-headed. ...[I drank it] everyday. ...Drinking crab-water 
keeps the child from being weak and having stomach aches." (Aunt Dta)
Some foods were believed to be good for the relief o f postpartum problems:
"After delivery, the Chinese would make the women eat chicken stir-fried with ginger, egg stir- 
fried with ginger, anything with ginger. They say it is good for wind." (Aunt Tip)
The effect o f mothers’ diets on babies’ digestion was noted. Specific foods were named as 
beneficial for increasing breastmilk:
"It depended on what you would like to eat. I ate salty fish and red chilli. ...[I ate] plain white 
rice ...[but] avoided eating the soup or stew because I worried that the baby would have 
diarrhoea or stomach pain. I had to eat what I was told by my parents because ...all food that I 
ate would become milk for the baby. ...I could eat only hua p/ee152. ...I ...ate it with chilli paste, 
it helped make more milk. ...I ate boiled galangah33... It  was a Thai herbal medicine. ...I had 
much milk for all my four children." (Grandmother Tong)
"...[I ate] a ...meal after delivery such as spicy mixed vegetable soup with banana blossom. I ate 
until I was bored with it. Someone told me that it could help to release milk. My milk was too
much... I  had to eat ...[food] that had the insipid taste..........I could not ...eat cold ...food."
(Grandmother Long)
It seemed a lot o f women did not know the specific reasons for the restrictions o f certain foods, 
however, they had followed these conventions:
150 mai fai is a type of bark.
151 ‘crab-water’ is naam phu as described, a drink made from crushed rice field crabs.
152 hua plee is banana blossom.
153 galangal is a plant in the same family but bigger than ginger and the taste is lighter than ginger.
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"[To ensure plenty of breastmilk] Grandfather went and collected 'women's breast' bark up in the 
mountains to boil ...to drink. ...I [also] watched what I ate, did not eat noodles or pork 
dumplings. I just ate dried fish, fried pork rinds ...chilli dip, that's all. Then we boil banana 
flowers to dip and eat it with. ...I also don't know [the benefit of that]. The Elders told me to eat 
it so I [did]." (Grandmother Chom)
Oneeyuu fa i ended, many women recounted a practice o f ritually thanking their birth attendants. 
This would usually take the form o f visiting the midwife and bringing some small gift(s) such as 
vegetables and possibly some money. Dam hua 154 was another reported spiritual/social 
component o f this practice:
"As soon as everything is settled, our child is normal [the midwife] would cease coming and 
giving care... Then when the child is able to walk... then we will go give her a dam hua blessing." 
(Aunt Dta)
"...One month [after birth] I went to see the ...midwife to say thanks and brought her some 
gifts/souvenirs and then she wished me happiness and tied my hand with the holy thread." 
(Grandmother Yai)
Autonomy and Choice
While during many births women had been supported and attended by family and midwives, 
some women reported with pride, they had also birthed without assistance:
"The second baby, I did all by myself, cut the cord. My husband helped boil water. It was a 
natural birth ...no [complications]. ...When I delivered myself ...I never got stitches..." (Aunt 
Tip)
Grandma Yai recalled how she gave birth alone at home; she subsequently called for midwifery 
assistance, but reported she had never been to a hospital or doctor after birthing. Some women 
described birthing their babies at home independently -  assistance wasn’t always needed:
"The midwife was quite old, over 60. When I gave birth to my eldest ...I delivered [it] myself, it 
came out on its own. ...For my third baby, the midwife did not get here on time, it had already 
come out. My neighbour sent someone to get her, but it was too late. The midwife came after I 
had already cleaned the baby. She even said, 'why was it such an easy birth!' I don't know. 
Many of my children were born that way. ...When I tell others I delivered my own children, they 
say I'm very clever. I don't know if I'm clever or not but I have delivered six babies 
[independently]." (Aunt Tip)
Women spoke o f their autonomy while birthing at home with a lay-midwife. They were
supported, but the sense o f accomplishment was their own:
"I had labour pains, it was going to come out. When there is pressure in your bottom, it means 
it will come out soon. ...It just came out (laughs). ...[T]he [lay-midwife] did not help much. She
helped ensure that it would be an easy birth. ...She sat beside me ...supported me......... I sat
leaning against a backrest. ...None of my deliveries were caesarean. None ...were born in 
hospitals. ...The [lay-midwife] ...supported my stomach, and the babies just came out. ...After I 
had given birth, [she] released me. There was nothing to it." (Grandmother Bua)
154 dam hua is a custom that involves ritually washing hands of Elders. It is related to calling on Elders 
on New Year's Day to receive their blessings.
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There was a sense that women were independent from institutions, birthing care was people’s 
own responsibility:
"It's like women who live in the countryside. [There], when they get pains, they deliver 
themselves. ...In our village, you have to take care of yourself." (Aunt Tip)
If privacy for birthing was a high priority, this could influence women’s decisions:
"I did not want anyone to take care of me because I was very shy at that time." (Aunt Noi)
As women recounted their birthing experiences, it became apparent that it was usually their 
choice, with family support, when (if) they wanted assistance. Women chose their own 
positioning for comfort, had freedom of movement that was instinctive, and were able to engage 
in spontaneous pushing. Women stated there was little need and/or demand for pharmaceuticals 
in those days, rather they had used herbs, massage and other means to work with pain:
"The first time I gave birth I went into the bathroom and felt stomach pains then felt like there 
was fluid running, so I came and sat back down. When I felt more pain, I stretched my legs out 
in front of me. Once I had enough vigour to push the baby out, I pushed and his head came out. 
...[Then] I called to my neighbour to go get the midwife and my family to come take care of me." 
(Grandmother Chit)
It was explained that women had chosen their caregiver:
"...Some women really liked Grandmother KT and they would come here for her ...to take back to 
their village. She went to other places, too, not just here." (Grandmother Sri)
Grandma Tong shared insights into women’s decision-making and birthing autonomy:
"[In the past, mothers wanted to birth] at home. ...[Because] we had village midwives. Actually, 
we had the hospital too but it was an old hospital, far away from the house and we also did not 
have vehicles to go there. But the midwives lived near us and we were more comfortable to give 
birth with them. ...[Women also wanted help from] their mothers. ...[The midwife] knew how to 
help [so] ...I called her when I felt pain in my stomach." (Grandmother Tong)
Similarly, some women reported they took care o f their babies and themselves postnatally in 
their own way. Aunt Tip’s comments reflected autonomy and choice in the homebirth setting 
with regard to postnatal yuu fai interpretation and practices:
"My husband is Chinese. He told me to drink Thai herbal whiskey155 ...when I gave birth. ...The 
Chinese do not 'lay by the fire' they just stay under the mosquito net until a month has passed. 
...After [that], we could do light work. After awhile, we could do heavy work again. We could go 
out in the rain, in the sun, and we'd be fine. We would not get cold or anything..." (Aunt Tip)
5.4 Birthing and Safety
Another theme from the narratives was birthing safety, where references were made to safety in 
the past and the modern-day (see Chapter 8). Birthing safety in the old days was relayed in 
terms o f emotional comfort where partner and (mostly) female support were given by selected 
and trusted caregivers:
155 This likely refers to a commonly consumed ‘pickled’ herbal drink.
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"...The midwife knew about everything. She knew whether the baby's head was facing in the 
right direction or not yet. She would know these things. When we had her taking care of things, 
we were safe." (Aunt Mook)
Security and safety were also found in following traditional knowledge and ways, including 
dietary advice, and belief in traditional medicines:
"...In the old days, when you had to take medicine, there was... yaa horn ...our traditional
Northern medicine.........It treated wind/air... The village doctors had this... Traditional Northern
doctors." (Grandmother Bua)
In retrospect, women expressed their fears around the possibility of bad outcomes following 
birth. These fears had mainly been related to complications during birth, the possibility of 
maternal death, fears of postnatal complications such as “loosening” of the uterus. Several 
women described a fear of “abnormal periods”, and/or of future illness, and this seemed to have 
motivated women to undertake y u u  fa i .  It was said that women’s fears of the womb ‘deflating’ 
after birthing provoked the practice of stomach ‘binding’:
"She had a tied-up sheet ...to tie around the stomach. A very long sheet. She'd tie it around my 
stomach ...as a support. To ...keep it in place ...so the stomach wouldn't deflate. Women in 
those days took care of their stomachs. They were afraid their womb would go down so they 
protected against it. The cloth prevented this." (Grandmother Sri)
Birthing Complications
When discussing their own births, and those of their peers, very rarely did women speak in 
terms of risk or express notions of ‘danger’. Mostly, women spoke of their births as 
spontaneous, normal, uncomplicated, and even “easy”. Several women perceived birthing 
complications were infrequent in the old days, compared with the modern-day. Some women 
spoke of the potential for difficulties:
"In the past, some women could give birth easily even on her own, while her husband wasn't 
there... However for some... it will never be easy work for her." (Aunt Htee)
‘Luck’ played a role too, if unlucky, the result could be catastrophic:
"In the past ...if women were lucky, they [would] ...[have an] easy ...successful birth, if they are 
not, then they [would] die, or the baby dies." (Aunt Om)
Where maternal deaths were spoken of, many stories related to a retained placenta, indicating a 
belief that it could “rise”:
"Oh, the placenta, it doesn't come back afterwards, it goes up instead of comes out. ...Some 
...go the other direction ...go the other way." (Aunt In)
Haemorrhage was another identified complication, and prolonged and/or obstructed labour 
(“difficult births”), sometimes thought due to fetal malposition, sometimes resulted in death:
"...The last [baby], she was, in ...labour ...all night, and then all but half the next day ...some 
...were in labour for a full week ...a long time ago, and ...then the mother would die... or they'd
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...be in labour for a long time... have the baby, but then die right after labour, or ...the baby 
would die..." (Aunt In)
“Fainting”, “unconscious[ness]”, weakness (during birthing) were also described:
"Yes, [maternal deaths] happened many times [in Burma], in those days. ...It happened, a lot. 
...They had no ...medicine and after they gave birth, they ...became too weak and ...just died ...it 
often happened. ...She's seen ...five women, die that way." (Aunt Paw, Karenni, midwife)
Serious complications were recounted by Aunt Tip including stillbirth, dystocia156, asphyxia, 
haemorrhage, retained placenta:
"Once in a while [we heard of maternal deaths]. ...A long time ago. When I had my first baby, I 
heard that someone had given birth to a stillborn. Now, I am over 60. ...That was about 50 
years ago. ...It would not come out... The mother had no contractions so the baby choked on 
the fluids and died. Sometimes babies died due to haemorrhaging. ...There was so much blood 
flowing that the 'doctor' could not help... But it was 50 years ago I heard about [that sort of 
thing]..." (Aunt Tip)
Postnatal women also suffered prolapsed uteruses, and several said they had been “weak”, 
“dizzy”, “tired” 157. Aunt Daeng (a nurse) thought the cause of obstructed labour (and 
subsequent maternal death) was the inability to perform a surgical episiotomy while 
homebirthing.
Complications of the newborn included preterm birth (subsequent malnourishment, failure to 
thrive); newborn aspiration resulting in birth asphyxia. One case of umbilical infection was 
recalled, probable tetanus blamed on unhygienic cord-cutting, and neonatal deaths were also 
reported. Babies “wanting] to ...go up instead of down” was another problem. While some 
women denied knowledge of any maternal deaths, they acknowledged perinatal/neonatal deaths:
"There were no cases of [maternal death] in the old days. None. Before, there were no cases 
...except the baby dying. Dead in the womb and being born. Or being born and then dying. 
...Like me. I gave birth, and then 12 days later, it died." (Grandmother Bua)
The perceived causes of birthing complications naturally determined the recommended actions, 
as did available resources. In some cases women conceded the cause was not known while 
spiritual matters were also discussed regarding maternal deaths. For emergency complications, 
it was mostly recognised that help was needed, and transfer to hospital was the preferred action, 
often decided upon and arranged by lay-midwives. The most commonly reported complication 
for which hospital services were sought was haemorrhage.
Lay-midwives were sometimes sought for fetal malpositions and problems, as well as for 
gynaecological complaints:
"Sometimes, the uterus was not in the proper position maybe the baby's head was not right into 
the vagina, so they have to call the village midwife ...to move the baby's head, so that it was in
156 Probably related in this case to uterine inertia.
157 Possibly due to anaemia (which was likely to have been pre-existing), and possibly also micronutrient 
deficiencies, and/or a general state of poor pre-existing health.
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the right place, in line with the uterus. ...The ...midwife would massage the stomach..." (Aunt 
Htee)
"Well, ...[my eighth baby] moved and it hurt. It had reached full term, I was dilated and it 
should have come out. But when it did not, the midwife said I should go to the hospital. ...it 
took awhile to reach [a BKK] hospital. It was born then died a day later. ...[And the last one] 
...died in the womb. The doctor thought that it died because it was constricted by the uterus. So 
I was taken to be sterilised. It died at the hospital. ...I asked the midwife to check it out. I told 
her that the baby had stopped moving. She said I had to be taken to the hospital." (Aunt Mook)
Traditional and spirit-doctors were sought for spiritual issues in labour. Some believed the 
traditional doctor could take care o f any problem. Occasionally, the lay-midwife might 
intervene, if  an obstructed labour. Pulling the baby out, was also reported:
"...If [the baby] didn't come out the village midwife would use her hand into my vagina to pull 
baby's head. ..Just her hands to pull..." (Aunt Dam)
"She gave birth on the Mountain. ...She lived in another district ...far from town... she got
assistance from the ...old woman in the village......... The baby ...was stuck ...so the woman...
help[ed] to pull ...the baby out." (Aunt Eh Win, 9 children, Northern border, rural, Karen)
Death and Loss
Women acknowledged that birthing-related deaths or mishaps could eventuate. Maternal deaths 
were generally something o f which some women had been aware, occurring in their vicinity or 
beyond, but these were most often reported as rare, infrequent (despite relatively high national 
rates). Many women reported no immediate knowledge o f it. An important exception was 
women from ethnic minority groups who numbered the deceased women they had known. 
However, death seemed to be a normal and accepted part o f life. From women’s stories, 
mortality occurred in urban and rural areas, and since virtually all births occurred in home- 
settings, mortality at home was also expected:
"There used to be [some maternal deaths]. ...There were [women in this village who died], but 
not many. Long times would pass between when we heard of cases ...[That was] 40 years or so 
[ago]." (Aunt Dta)
"Not in my day [I never heard about women dying in childbirth]. But before my time, yes. ...A 
long time ago. It did not happen often, just occasionally." (Grandmother Chom)
Some women had died in active labour:
"[Maternal death] happened... Some women could not push the baby out. ...[It was] ...many 
years ago... Every now and then it would happen, what they called 'dying round'. They died 
when their belly was still round. ...There was air pressure built up ...to their chest, their heart, 
and they couldn't breathe. So they died. Some women haemorrhaged. ...Somehow, I don't 
know what happened. ...The baby would die too. ...I didn't see it often ...but ...I know of other 
villages where it happened. ...At my grandmother's village... A friend of mine gave birth to ...her 
second child. She could not deliver it. She had labour pains but did not deliver. ...People in 
those days, they were afraid when women 'died round'. ...It scared them. Their spirit would 
come back and haunt them. ...That's what they said. I do not know why it happened. ...If they 
died, they died. ...How could it be prevented?" (Grandmother Sri)
It was believed that fate determined birthing outcomes, irrespective o f the location:
"I thought 'if it's time, no matter where I am, I have to die anyway'". (Aunt Noi)
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Several women described their pregnancy losses (spontaneous abortions/‘miscarriages’) in 
matter-of-fact terms. Most o f the women had not sought biomedical care following these 
(traditional doctors in some cases):
"My fifth pregnancy was a miscarriage.........Not much happened. I worked as usual, went
shopping at the market, then 3 months into the pregnancy I miscarried. ...[I] haemorrhaged, but 
it wasn't a big deal. I bled first, then the fetus came out after. ...It was like I was menstruating. 
...No, I didn't [see a doctor]. ...It just came out. I took ...traditional medicine, from around here. 
In those days, there was a traditional doctor, KK. ...He took care of me." (Grandmother Sri)
"I gave birth to 12 [babies], had ...two miscarriages. ...[I was] about 5-6 months [pregnant]. 
When the baby came out, it had all its organs and parts. ...I was haemorrhaging. ...I was fine. 
...No [I didn't go to hospital]. The baby came out and it was over. ...My fifth was also a 
haemorrhage and the fetus came out with the blood. ...[That time I was] about 2 months 
[pregnant]. ...[I bled] a lot. But I was fine, normal. I could still do my washing. ...No [I didn't 
go to hospital that time either]." (Grandmother Chom)
Following the principles o f karma, women proffered few if any, ideas or insights on mortality 
prevention:
"How could 'doctors' in those days prevent this? ...People said it was a result of their merit or 
sins whether they lived or died. It was like that... We could not prevent them from dying if we 
tried. We could not help them. Whatever medicine they were given to take, they did not listen. 
So they died." (Grandmother Sri)
In one unusual case o f retained placenta 35 years prior, a husband had reportedly “operated” on 
his wife in a desperate attempt to remove it, however she did not survive (Aunt In). The 
appropriate medical management o f obstruction was believed to be caesarean, assisted births 
were also mentioned such as vacuum extraction or forceps. However, there were often barriers 
to accessing timely medical services in those days, and it was acknowledged that in some cases 
severe complications could not be treated in a prompt manner. Sometimes nothing could be 
done, so they had to “let it be”:
”[I knew of a maternal death] 40 years ago. After she had delivered a child, she died... [The] 
placenta obstructed in the uterus. ...I needed to take her to the hospital by boat but it did not 
have an engine. That's why I couldn't take her to the hospital immediately." (Aunt Paa)
Many women said they did not know how deaths or complications might have been prevented 
in the past, it seemed they “didn’t think about it” too much:
"When we are delivering, we do not know if we will haemorrhage or not so there is no prevention, 
just solving it when it happens. [In the past there was] no prevention [for maternal deaths]. If 
they died, they died. There was no way to prevent it." (Aunt Tip)
"Yes, there used to be [some maternal deaths]. ...[They died because of] no[t getting] help in 
time. Sometimes the midwife didn't know everything. ...It was too slow because it was so far. 
...[The] midwife sat and looked after her because she couldn't do anything." (Aunt Dta)
Some women communicated ideas on prevention. Attempts to avoid neonatal tetanus were 
made by sterilisation of the instrument used. Pressing on the stomach after the birth was
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believed by some to prevent a retained placenta. One lady described the use o f a particular plant 
for treatment:
"If the placenta did not come, she would put the plant leaf to my mouth and make me feel like 
vomiting then I would be forced to pass the placenta out." (Grandmother Tong)
Doing yuu fa i and following traditional practices was believed to be one way to stay healthy, 
prevent ill-health and/or future complications:
"After the delivery ...she laid by the fire (the way to prevent the uterus and stomach from 
becoming loose). [For] three days and three nights." (Aunt Htee)
A few women offered ideas on the prevention o f problems for pregnant women:
"Don't work so hard........ We had to work hard. ...[It's] not good. ...Back then, we didn't have a
choice because we had to support ourselves. We lived with our fields and orchards. We had to 
work, help each other." (Aunt Dta)
As a teacher, Grandma Long had observed the effect o f poor general education on poor health 
and the generational cycle. She believed in the prevention of complications through 
empowerment, nutrition education for good health and strength:
"The mothers in the past did not know about healthy food for the mother and ...baby. ...We did 
not have any milk or some fruits... They ate only sticky rice and fish so they did not have the 
power to push the baby out. They could not eat vegetables. Also cultivated banana because the 
mother was afraid about difficult delivery, because the baby would be bigger. All [this] made 
[them] ...weak, and not healthy enough, so they should have more knowledge about this. 
...[Women died from being] ...unhealthy." (Grandmother Long)
Health Services Accessibility and Limitations
Some Karen women had been unaware o f hospital obstetric services in their day:
"[Back then] ...they didn't know ...that [there was] a doctor in hospital, in the town, they didn't 
know..." (Aunts Htoo Naing, Mei San, Eh Win)
Many women explained the difficulties in reaching health facilities, largely due to the travel 
distance required to get to urban areas and lack o f transport:
"It was pretty difficult at that time to go from here to there, we did not have as many cars as we 
have today. When we wanted to go somewhere, we had to rent a boat and we had to pay the 
person [to] row the boat too. It wasn't easy..." (Aunt Noi)
"In the past there was not a health centre or hospital around here. The hospital was far away... 
The travelling wasn't comfortable. It took two hours to get there by boat, but now it takes just 
15 minutes." (Aunt Phet)
"...Travel was difficult. ...We did not even have ox-carts." (Aunt Mook)
Women stated that from where they lived they wouldn’t have gotten to hospital before birthing 
even if  they had wanted to go:
"...The bus to Suphanburi Province took a whole day before you arrived there. I would have 
delivered [my baby] before I got there." (Aunt Tip)
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Many women explained the condition of roads made travel difficult in their day, and there had 
been no roads to some villages where women lived. There was sometimes no transport 
available -  and no money to cover expenses either. In rural areas the houses were also widely 
dispersed, and this was seen as a barrier to acquiring medical services:
"Well [if I could have chosen anywhere] I would have given birth at home because back then 
there were no hospitals and travel was difficult..." (Grandmother Chit)
A subsistence lifestyle in rural areas and limited cash economy meant cash was not readily 
available for the purchase of services or commodities. Thus, when payment had been required 
for medical services, it was a barrier to access:
"We had to take care of ourselves, in those days. ...We were poor. We did not know what else 
to do. ...It was hard to make money, just my husband and I. ...We sold firewood for money. 
...It was not as [financially] comfortable as nowadays. Now, if it rains just a little bit, nobody 
wants to work, they just sleep (laughs). ...That's right [it was tiring]. Walking up mountains and 
going down streams looking for firewood. When we got money, we had to buy rice with it, buy 
pigfeed because we raised pigs. We bought food for the children. Sometimes, we didn't even 
have 25 satangf56. In the old days... excuse me, a sarong like this would be used to make a 
baby's bedsheet. We just tore it up. If a sarong was torn, we never threw them away (laughs)." 
(Grandmother Bua)
Other health services/resource limitations existed, for example, the quality of medical care was 
perceived to be poor, and was an expressed concern for some women. Women recounted that 
accessing specialised care in the event of a complication, in a timely manner, was difficult, and 
that sometimes deaths resulted:
"In the old days, if the baby did not come out, both the mother and baby died. It took half a day 
to get to the hospital." (Aunt Tip)
"[When women died I think] there might have been causes resulting from bleeding and the 
'doctor' could not help because he/she was out in the fields or the orchards, hospitals were far 
away, travel was difficult and too slow. Blood might have backed up into her heart causing the 
mother to die." (Grandmother Chit)
As might be anticipated, there were urban/rural inequalities regarding hospital access. There 
were few reports of nurses attending homebirths.
Summary
This Chapter presented the essence of birthing in this era, as derived from older women’s 
narratives. Despite relatively high mortalities (according to data sources, Chapter 2), and other 
threats to well-being, reproduction was deeply embedded and experienced within a social birth 
model, where women perceived their experiences as challenging, but essentially normal and 
healthy. This analysis highlighted predominant features of birthing, as well as beliefs, values 
and meanings associated with reproduction and birthing care. Lay-midwives had close personal
158 100 satangs in a baht, therefore, a quarter of a baht.
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and long-standing relationships with local women and families, and were generally quite 
accessible -  both reasons they were preferred caregivers, and people had been confident in their 
care. Birth occurred in home-like settings and care was holistic, incorporating physical, 
emotional and spiritual support, often through the conduct of rituals. Chapter 6 will outline the 
beginnings of dramatic changes in reproduction and birth as a result of radically changing social 
and political conditions. Women’s agency will also be investigated.
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Chapter 6
The New Birthing: Transition to Hospital (cl985 -  cl993)
Introduction
In this Chapter, first, data are presented showing that MMRs reduced dramatically between 
1960 and around 1984, prior to widespread hospitalisation. Reproductive and maternity 
services policy, and other antecedent factors prior to, and coinciding with hospitalisation are 
described using various data sources. Contemporary international ‘development’ approaches 
brought about an intensive population control policy resulting in a major fertility decline, and I 
contend that this policy was a key factor influencing the subsequent birthing transition. The 
considerable expansion of health services (primary and secondary), through workforce and 
infrastructure initiatives; was another notable and influential factor in both the demographic and 
birthing transitions occurring during this timeframe. Significant determinants of maternal and 
newborn health were also changing. Older women’s narratives of early institutional birthing 
experiences are analysed, and key informants’ dialogues on major changes in RII and birthing 
from their knowledge and experience, broadly in the maternity services, reproductive 
epidemiology and public-health fields. Respondents reflected on changes they had observed 
during their professional experience, their personal lived experiences, and some recounted 
family anecdotes. These discourse analyses enabled insights into local historical contexts and 
socio-cultural change.
6.1 Hospitalisation and Safer Motherhood?
The institutionalisation of births was a major government policy and strategy aimed at reducing 
mortality. Following the international launch of the Safe Motherhood Initiative (Chapter 2), a 
SM Program was established in Thailand, between 1988-1990. The focus o f ‘population’ policy 
changed, and consequently, there was work on improving maternal mortality data in the early 
1990s (WHO 2005e). In 1995, a pilot Reproductive-Age Mortality Study (RAMOS) was 
conducted (Kanshana et al 1998), followed by a national RAMOS in 1997 (Kanshana et al 
2002; 2002a). Several informants described these Initiatives:
"Another thing is the Safe Motherhood Program that we started in 1990..........First we checked
...the data, that was the beginning of data collecting about ...mother and child death, at that time 
...there is [only] data from the hospital. ...The first time we start [in] 37 provinces ...after that we
...launched all over the Country.........We ...made the data accurate ...for maternal death ...we try
...to look how [to] catch ...data from communities ...from the provinces..." (TP, MOPH)
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Rapid and dramatic fertility decline occurred during the decades 1960-1980 (Figures 6.1 & 6.2), 
and there was a coinciding striking reduction in maternal deaths. MMR estimates indicate a 
reduction by around 50% during the decades 1960-1970, and again 1970-1980, to an MMR of 
around 100 by 1980 (Figure 6.1). There was an even more remarkable reduction in the next few 
years, where the MMR halved again (to approximately 50) by around 1984. It is most notable 
that an MMR of 100 represents a Tow’ rate, and this was reached before births were 
hospitalised, that is, the majority of births still occurred in home-like settings (55%) attended by 
those with little training (if any)(57%) -  that is, 43% by lay-midwives and 14% by auxiliary 
midwives (with some formal training).
Figure 6.1: Trend in MMR (Per 100,000 Live Births), Indicating Primary 
Birthplace, Birth Attendant, and Relevant Data (with Trend Lines)
55% Flome births 
43% by TBA 
14% midwife 
17% nurse-MW
T F R 6.3  I
92% Inst’nl births
56% by Dr
99% Inst’nl births 
(6% private facility) 
62% by Dr 
36% nurse-MW
1 TFR 5.8
Safe Motherhood 
program began
I MMR 50[
TFR 3.7
I TFR 1.8| TFR 1.9
Year
I_______________________ ______________________ I
N o tes:
MW: midwife
TBA: traditional birth attendant/lay-midwife 
TFR: total fertility rate 
MMR: maternal mortality ratio
S o u rces:
Data derived from multiple sources and methods. For a detailed breakdown see full data tables:
MMR: Appendix AIO.2
Birth Attendant and Place of Birth data: Tables 7.3, 7.4 
TFR: Appendix AlO.l
The period around 1985-1993 seems to be the point at which most births moved from home-like 
settings into institutions. Available data indicate that unlike the previous two decades, little 
change occurred in the MMR during this hospitalisation phase. However, it is acknowledged 
that once rates are at a low level it is more difficult to see substantial reductions. It is also likely
-  130 -
that deaths were underreported in the past, thus ratios in later years may be more accurate (this 
possibly explaining the markedly increasing MMR shown from the year 2000, other 
possibilities are discussed further in Chapter 7). These data raise important questions about the 
policy of hospitalisation for reducing maternal deaths, and instead point to factors occurring 
before 1984 when declines were most significant. Data would indicate that the coincidental 
fertility decline was one major factor in this maternal mortality transition, where the lifetime 
risk of maternal death reduces with the fertility rate. Another factor proposed as appreciably 
influencing the decline in deaths pre-1985 is the care given by auxiliary midwives and the 
growing cohort of nurses (Figure 6.5). However, since 43% of births were still attended by lay- 
midwives around 1985, this necessitates consideration of other factors.
6.2 Antecedent Factors Influencing Hospital Transition
Beliefs About the Nature of Birth: Birthing As Risky and Dangerous
Foremost, key informants’ discourses on birthing in the past, focused on high mortality. I argue 
the dominance of mortality indicates the adoption of a biomedical view of reproduction within 
this group, where birth is perceived as risky -  reduced only when ‘managed’ within a western 
biomedical framework, that is, in hospital with medical services. Such beliefs were also shown 
to have emerged in historical birthing transitions in western contexts, and it was shown that this 
disease-oriented, risk-averse approach significantly influenced the medicalisation of birthing 
(Chapter 3). Additionally, informants’ discourses around traditional care practices, beliefs and 
wisdom, embodied in the lay-midwife, indicated these were almost unanimously viewed as 
primitive, ascribing little benefit or value, unscientific, and unsafe, and lay-midwives as 
uneducated and unskilled, and these perceptions resonate with notions of scientific 
“enlightenment” and modernity elsewhere discussed (Chapter 3). Conversely, a few informants 
reflected on lay-midwifery care acknowledging that modern-day approaches often neglected 
birthing women’s spiritual and emotional needs (Chapter 8). From informants’ perspectives 
maternal deaths were due to the factors outlined below (Box 6.1). The following excerpt 
illustrates the themes:
"In Thailand ...many years ago, the [family] take care of women... and maybe the nurse, 
neighbours ...hmor tarn yads<*... Especially during labour... but sometimes, in some communities 
they take care of the women ...before labour, and ...after... And they use ...traditional wisdom 
...Thai traditional methods to take care of the mother and child... And ...sometimes they ...had 
some problems ...mortality, of maternal and child, maybe because of ,..[un]safe ...birth, maybe a 
high-risk pregnancy, hmor tam yae ...maybe not know how to ...deliver it, and the mother and 
the baby ...die during pregnancy or ...birth, or in the postpartum they have the complication such 
as postpartum haemorrhage. That is the problem. And especially in the Southern part... this is a 
significant problem, because [there] in the past, the people ...are Muslim, and in the village 
...they think that ...birth is normal ...and they have ...superstitions ...or something they have to do, 
before and during the birth ...specific practice, so, they ...like to birth at home, and maybe the 
risks become more." (LB, Academic)
159 A hmor tarn yae is a lay-midwife.
-  131 -
A lack of access to ANC including screening, was also believed to have influenced maternal 
mortality:
"...If we're talking in terms of ...haemorrhage, or ...pregnancy with complications ...if people don't 
have access to ...ANC ...we may not be able to detect that complication beforehand for example, 
hypertension ...eclampsia... if they did not get ...proper care during ANC period, they may face 
difficulty and problems later on." (KS, International Organisation)
Box 6.1: Free-List: Beliefs of Key Informants: Determinants of High Maternal 
Mortality in the Past:
■ High fertility
■ Lack of professional care
■ Lack of knowledge and/or skills (of lay-midwives)
■ Lack of technology/equipment
■ Lack of referral system within the health services
■ Out-of-hospital births
■ High-risk pregnancies
■ Harmful practices of caregivers (lay-midwives)
■ Superstitions of ethnic minority groups leading to harmful practices
■ High-risk births at home
■ Lack of risk screening/surveillance/monitoring in pregnancy (ANC)
■ Traditional beliefs leading to harmful practices, and/or interfering with “proper’ 
treatment.
Population Control
A report produced by the MOPH Bureau of Policy and Strategy (MOPH 2005), indicates that 
the lst-3rd National Health Development Plans (NHDPs)( 1961-1976) were heavily influenced by 
international organisations such as the WHO and UNICEF. The primary aim in focusing on 
population health was capitalist -  to enable “economic development undertakings” (MOPH 
2005:4). Indeed, Riley & Sermsri (1974:1) lamented that “not enough birth control is being 
practiced to reduce population increase to a rate feasible for adequate socio-economic 
development”. This population control focus (Muecke 1976; Whittaker 1998) and 
implementation of it was also reinforced and supported by a number of international 
philanthropic organisationsl60. A major health program during this phase was the National 
Family Planning Program (NFPP) (Chamratrithirong 1998; MOPH 2005), and the rural 
population were a specific focus (Population Information Program 1985).
According to informants’ perceptions life-threatening birthing complications and maternal 
deaths were frequently associated with high fertility, as well as a lack of access to modem 
technology and services:
"There are ...some factors contributing to these differences [in maternal mortality] if you're 
talking about what happened 50 years ago and now, [at that time] we still had [a] high fertility
160 Such as the Rockefeller and Ford Foundations.
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rate ...maybe 3-4 ...TFR ...the technology was not as good as [now], access to ...health services, 
was not as good as what we have today, so that is the main ...difference in terms of technology 
and access, to modern health care..."(KS, International Organisation)
"Thirty years ago, maybe ...40... the ...maternal mortality rate was very high... And ...at that time,
the government ...established the ...school, of auxiliary midwives........ The program is about ...18
months ...and ...[was] very, popular, and, also they trained ...traditional birth attendants ...for 
...aseptic techniques, and also provide ...instrument, to cut the cord ...I think ...we ...achieve[d 
our target] ...because of this approach ...and also family planning ...I think we started 19, 67
...with the injection ...in ...Northern Thailand........at that time ...they accepted it]. ...I think
because of family planning, because ...they have ...good, access, to care by traditional birth 
attendants, also auxiliary nurse/midwives, so the mortality rate ...is low, and ...I think, things 
...changed, because the, family size, at that time ...like ...6.6 ...children ...but now it's about 2-3, 
or less than that. At this moment ...the ...birth rate is very low..." (VW, Academic)
Conversely, when talking about their reasons for desiring to end their fertility, older women 
never associated high fertility with high mortality risk. In earlier days, women’s prestige was 
acquired through motherhood, childbearing improved a woman’s/family’s karma and greater 
fertility was associated with larger merit stores (Muecke 1984). Childbearing was seen as 
“essential” for several functions, and an “ideal” in the North was “two children every three 
years” (Muecke 1984:462). Muecke (1984:462) stated “having many children was... clearly a 
woman’s wealth and her greatest resource”. In line with the literature findings, informants 
offered reasons for fertility decline, namely, the shift from agriculturalist economies to 
industrialisation changing large families to a ‘liability’ rather than a ‘benefit’, the change to a 
consumer-oriented ‘cash economy’, the increasing desire for social mobility, the increased 
availability and use of modem contraceptives, and female emancipation:
”[I think] wealth flow [has driven the fertility decline] ...Parents now they would like to ...invest a 
lot in children, it's quite ...apparent that, Thai children have high value of higher education, OK, 
so you cannot really have good quality of life if you have a really big family, and ...also we have 
provided ...good access to family planning... and also ...from the demand side -  that we would 
really like to have small families], that's why we really come down with rapid fertility decline. 
[In the past] ...more children mean[t] more money, better economy for their family. And also I 
think ...we have seen a revolution... because Thai women now they are no longer dependent on 
partners or husbands or parents like before ...the rising trend of single women ...a large number 
of women ...now, they don't want to get married, if they are married they don't want to have 
children, so it's a big change ...that happened only in 20 or 30 years..." (KS, International 
Organisation)
"[There were] changes in the community ...to the industrial environment... Maybe ...two children 
is enough, so ...they use ...family planning, a lot ...try to control ...maybe it depends on the 
economic status, if they have ...enough money, ok, then they plan to ...have the baby, if they 
...think they have not enough money maybe they postpone..." (MK, Academic)
As perceived, there was a massive expansion of population control activities during the NFPP 
(Knodel et al 1984), however, female autonomy and collaboration in reproductive decisions in 
Thailand, was also believed to have facilitated the swift fertility decline in the 1970s (Knodel et 
al 1984). Government policy actively and aggressively promoted birth control, and according to 
this informant, even through termination of pregnancy in the 1960s:
"In ...1968 [I remember] ...population growth ...was so high, the government had a policy of 
reducing the rate of growth by ...promoting contraception, promoting ...termination of pregnancy. 
...Not, overtly, but you can do it, right?" (AN, Obstetrician)
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Figure 6.2: Contraceptive Prevalence Rate (CPR, %MWRA) & Total Fertility 
Rate (TFR) (Births Per Woman) in Thailand 1955-2010 (with Trend Lines)
Notes:
MWRA: Married Women o f Reproductive-Age 
BPW: Births per Woman
Sources:
See Appendix A 10.1 for a full table and sources.
These data (Figure 6.2) show a steeply increasing trend in the use of modem contraceptives 
during the 1970s, and a subsequent rate of around 80% in 2010. Data and FP program statistics 
indicate a population especially receptive161, however the significant role of “improving socio­
economic conditions” has also been acknowledged (Knodel et al 1984; Population Information 
Program 1985:J-745).
An abrupt decline in the TFR (now equal to that of westem/industrialised countries at <2 births 
per woman) occurred simultaneously with the increasing use of contraceptives (although the 
fertility decline began earlier). Study informants concurred with the literature, recognising the 
effects of “rising aspirations” for children’s educational attainment, a desire for “consumer 
goods”, declining marriage prevalence, and an increase in the incidence of induced abortions 
(Population Information Program 1985:J-746). It has also been reported (consistent with older 
women participants’ views reported elsewhere), that the increase in living and child-rearing 
costs made smaller families more desirable (Knodel et al 1984). Improvements in child survival 
-  often believed to be a key determinant in fertility reduction, were thought to have facilitated,
161 Considered “latent demand” by Knodel et al. (1984)
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but not precipitated this decline in Thailand (Knodel et al 1984). Many strategies were 
employed, including incentives schemes where community leaders were engaged to provide FP 
information and promotion on “health grounds” (Weeden et al 1986). Reductions in 
breastfeeding duration were believed to have had a negative impact on the declining fertility 
(Population Information Program 1985).
The Expansion of General, RH and Maternity Services Infrastructure
Included in the Ul-3rd NHDPs, were significant expenditures on health infrastructure including 
hospitals. By the 4th-5th Plans (1977-1986), government policy focused on the expansion of 
community-based health, and primary health care and services (MOPH 2005). District 
hospitals’ capacity increased considerably (Figure 6.3) and health centres162 abounded, along 
with a policy focus on rural development. According to data sources in Figure 6.4 some of 
these health centres absorbed the previously functional midwifery centres, which look to have 
been phasing out by the mid-1980s.
Figure 6.3: Trends in the Number of Hospital Facilities of Various Types (1965- 
2003) (with Trend Lines)
• ? P  ■p''° &P ^  ^  ^  ^  ^  fP fP P^ P^ fP P^ rfP jP jP
Year
-University Hospital 
Regional Hospital 
General Hospital 
Specialised Hospital 
-Community/District Hospital
-  Regional Health Promotion 
Centre
-  P rin te  Hospitals 
-Prouncial Hospital
Sources:
1. (Hiranprueck 2005)
2. (MOPH undated-a) Health Situation Analysis
3. (UNFPA 2005)
4. (Wibulpolprasert 2002 [2545])
5. (Sermsri 1989)
6. (Chanchareon 2006)
7. (Chamratrithirong 1998)
162 Later named Primary Care Units (PCUs).
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Community-leve! health services capacity increased substantially, as represented in Figure 6.4, 
and this no doubt significantly affected population health broadly, through increasing the 
availability of contraceptives to non-urban populations, increasing preventative public-health 
services such as immunisation, and basic curative treatments (eg for malaria, childhood 
illnesses).
Figure 6.4: Trends in the Number of Community-Based Facilities of Various Types 
(1965-2003) (with Trend Lines)
—•—  H ea lth  
•  M idwifery 
—5K— P h a r m a c ie s
Sources:
1. (Hiranprueck 2005)
2. (Sermsri 1989)
3. (Chamratrithirong 1998)
Notes:
Some health centre figures likely to include midwifery centres when not distinguished (1970, 1981). 
Some figures on midwifery centres were estimated from multiple figure totals of health centres.
There was a marked increase in reproductive services available to women by the mid-1980s 
because of this increase in health facilities. Moreover, key informants were of the opinion that 
health facilities, modem medicine, medical management and technologies were, (and still are), 
instrumental in ‘saving’ women, if utilised:
"[The] most important [factor in reducing maternal deaths], I think, if [women] ...can come here, 
and ...give birth in hospital ...because ...in every district in [this Province] that have maternal 
death case, it's caused [because] they couldn't go to hospital, and some ...had postpartum 
haemorrhage and ...they couldn't come ...so, if there's [a] severe complication... [it's a fatal 
problem]." (BK, Clinician/Executive)
"...Medicine and technology ...came to Thailand ...like other countries I think........Now, it's ...more
safe for women, when they go to the hospital they ...will eat some medicine ...they take care as 
[in] the modern style. If they have some problem, they cannot ...birth by themselves, the doctor 
or the nurse can help them. If they have some complication, such as [retained] placenta... the 
professional will help them ...and they [can] save [their] life ...and, improve women and child
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health. ...And ...i[t]'s easier, [women] feel it's easier to go to the service [now]. ...I think the big 
change is that people go to hospital ...and we have the professional who has knowledge, and 
knows the methods ...how to save the people from childbirth, so now it's better and we have 
...good material ...[a] good referral system, so now it can reduce. And people go to the hospital 
more than ... previously]." (LB, Academic)
Informants reported a proliferation o f media messages and public campaigns promoting medical 
and health care for pregnancy and birthing in this era:
"Around 1975/76 we ...had a campaign for ANC ...we tried to encourage all the pregnant women 
for ANC and to deliver in hospitals, and most of the pregnant women ...they know that even if 
they don't go for ANC they want to deliver in hospital ...we can say this, we campaigned ...before 
the private hospitals increased." (PT, MOPH)
"...[After birthing I], took some medicine to help stop feeling dizzy. ...It was the medicine that [I 
heard] advertised on the radio." (Grandmother Yai)
For the first time, many women had several options available for institutional birthing -  health 
centres, district and provincial hospitals, and medical maternity services were now more readily 
available. In the old days, one barrier to hospital birthing was distance, but fear was another 
factor (Chapter 5). Thus, services actively promoted hospitalisation by visiting villages to 
convince women:
"I remember the first year that I came here, we have ...[women] who ...deliver at home, there 
were many, many cases, and then we try to ...see them in the village, and ...talk to them that 
[it's safer] if they come to hospital, and try to ...solve the problem that [prevented them from 
coming]." (BK, Clinician/Executive)
Informants described how outreach services were also conducted among ethnic minority groups, 
because it was sometimes believed that pregnancies should be hidden from the general public. 
Gradually, beliefs and behaviours changed so that health services-seeking became more 
common:
"In the past ...if the women [were] pregnant, they should ...protect, not to show everybody to 
know they're pregnant. It's the belief of Hilltribe, such as young Hmong, Karen, she did not go 
anywhere, stay at home, so health officer did not know that women [were] pregnant." (JT, CBO)
"...And in the past ...we had a budget to do interventions, like a mobile clinic to the village, by 
community hospital, every three months, go to see the people ...and there are the, sub-health 
centre in the village, reach [the Hilltribe people] by [local] health workers ...to give health 
education and ...some service such as contraceptive pill ...to check ... antenatal, take care, and to 
tell them that they should deliver at the health centre, because it's safe for, their life. A little bit 
they changed, they come to see the health office." (JT, CBO)
The ‘Professional Management’ of Pregnancy and Birthing
Herbal medicine practitioners were a long established and esteemed tradition in Thailand dating 
from the Sukothai period (MOPH 2005). It was believed that Indian Ayurveda and Chinese 
medicine based on the four elements o f earth, water, wind and fire, became more predominant 
during the Ayutthaya period (MOPH 2005). It was documented that the beginning o f western 
medicine’s influence was during King Rama I l l ’s reign, from 1828 (MOPH 2005). The first 
western medical school in Thailand was established at Siriraj hospital in Bangkok in 1888
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(Lyttleton 1996), while a nursing department and midwifery school were initiated by Queen 
Sripatcharintra in 1896 (MOPH 2005:1-2). The Ministry of Public Health was set up in 1942 
under King Rama VIII, and a provincial hospital was constructed in each Province by 1950 
(MOPH 2005). In the field of midwifery, the ‘first’ Thai midwife named ‘Esther’, was trained 
in the USA (as a nurse) returning to Thailand (Siam) in 1860 (Muecke & Srisuphan 1989).
It is important to acknowledge that the 1997 Constitution recognised the right of Thais to 
public-health services (MOPH 2005). It is also significant that one of the more recent health 
policies has focused on “health promotion, disease prevention... and consumer protection”; as 
well as the “promotion of Thai traditional herbal medicine” (MOPH 2005:10). It has been 
acknowledged that Thailand has a long-standing and important “heritage of local wisdom” in 
this regard, and that a significant proportion of the population believe in the efficacy of 
traditional practices and herbal therapies (MOPH 2005:10). Recently, increasing use of herbal 
medicines has been reported (consistent with an international trend), as well as more training in 
Thai traditional massage (MOPH 2005). These points will be discussed later in the thesis.
Known pregnancy and postpartum care practices and beliefs of the past were described by key 
informant respondents, their discourses characterised by a strong emphasis on postnatal 
practices eg food “taboos” and yuu fai. VW described the change process, where extended 
families (eg grandmothers) had previously had a significant influence on birthing practices, but 
people now lived in nuclear families:
"...In my day ...people still used some kind of traditional ...post delivery, for example ...they 
cannot eat something ...they have to, keep warm ...they cannot ...take a bath, clean hair... but, 
it's changed ...because I think ...the hygiene ...of the people, and people live alone ...they don't 
live with the grandmother [who] has a strong influence ...so if [it's a] ...nuclear family, ...they 
have to help themselves, so, I don't think they, practice ...in the traditional way ...no, yuu fai ...if 
they live alone ...you can go, and take a bath (laughs)." (VW, Academic)
Key informants in this study recognised that village-based lay-midwives had attended most 
births at home in the past. The role and responsibility of families was also generally 
acknowledged. However, since childbirth in general, but specifically at that time, was viewed 
as risky and inherently dangerous, discourses indicated the belief that birthing needed to be 
controlled by professionals. It was pervasive, in informants’ discourses, that hospitals, modem 
medicine, medical care and technology made birthing safer. Important exceptions will be 
presented and discussed. Initially, the policy focus of ‘safe motherhood’163 was on the training 
of lay-midwives164:
"...In the former time ...some ...pregnant women ...delivered] at home ...with the traditional, 
birth attendant, and ...the government had ...a training program for [them], try to ...teach them 
...how to deliver babies ...safe mother and ...baby, and ...try to prevent [neonatal] tetanus." (MK, 
Academic)
163 Although it was not called that when this training started.
164 Sometimes called traditional birth attendants or TBAs.
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It was the 3rd NHDP (1972-1976), that included a specific program focus on FP but also 
maternal and child health (MCH) (Chanchareon 2006; MOPH 2005). The lst-2nd Plans had 
incorporated an investment in health infrastructure including medical schools, and “on the 
production and development of nurses and midwives” (MOPH 2005:4). It was thought that 
eventually there would be a ‘flow-on’ effect to cover the population. During the decade 1970- 
1980 the growth in health personnel numbers was exponential, more than double the previous 
decade. Later, the training of auxiliary midwives was phased out and general nurse training 
included obstetrics nursing. The declining role of lay-midwives in the mainstream, was noted 
during the transition phase:
"...I remember ...in 1986... it was clear that ...around that time the role of TBAs was no longer
very visible....... only in some ...remote ...mountainous area... they still very much ...depend on
TBA, but in general I would say that in the past 20 years - most deliveries are ...[attended] by 
...health professionals ...yet in particular areas ...the Southern-most provinces, I think that TBA 
still play the important role." (KS, International Organisation)
Next was the training of auxiliary midwives, then technical nurses who still work in health 
centres nationally:
"That [training] stopped ...they changed the, auxiliary midwives school, to ...technical nurse, 
changed ...entry qualifications, from ...10 years ...high school, to ...12 years, and from 18 months 
[training] to ...24... Because at that time ...we expand the ...hospital and health centre very fast, 
so we ...needed ...nurse[s] to cover the ...population, and ...maternal and child health 
...problem[s] went down ...but the village people still can do the, delivery, and also give care to 
mother and child, including family planning." (VW, Academic)
Figure 6.5: Trends in the Number of Health Personnel in Thailand (1960-2001)
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NHDPs (as described), were the instrument through which health policy-makers set priorities 
and developed strategies. Once the prevalence of ANC and institutional births was increasing 
through growing primary care infrastructure and district hospitals, vertical RH programs were 
commenced eg prevention of thalassemia-affected newborns, projects addressing LBW, BA, 
declining breastfeeding, as well as improved (HIV) surveillance and Prevention of Mother to 
Child Transmission (PMTCT). The emergence of HIV in the late 1980s focused more attention 
on RH issues, and had some impact on birthing practices (Chapter 8), though a minority of 
women were affected. A substantial government supported expansion of the private medical 
system was another feature, occurring from the late 1980s, and notably increasing inequities 
(Nittayaramphong & Tangcharoensathien 1994; Pachanee & Wibulpolprasert 2006).
One strategy aimed at improving MCH outcomes was the provision of emergency obstetric care 
(EmOC), which according to informants, expanded to rural areas by the late 1990s. MCH 
Boards, a program of co-operation between the MOPH and provinces, was another strategy, 
providing some oversight on maternal and newborn health:
"...We have worked together for ...maternal and child problem[s]. So it helped ...improved, the 
overall picture of our Province. ...[MCH Boards are] useful ...it began with ...co-operation from 
the Department of Health ...we had some mother and child projects like ...'baby safe and mother 
safe, baby survive'165, some projects from the Ministry ...focus[ing] on the health of mother and 
child, some indicators eg maternal death, how can we decrease the ...rate? ...and [we] discuss 
...there are case reviews..." (KT, Clinician/Health Administrator)
At the transition, medical care within a biomedical paradigm was not purported as the only 
authentic form of maternity care, however it was gradually afforded higher status, being 
asserted as superior. Maternity services were to become institutionalised and professionalised -  
moved from the community and the domain of female lay-carers into institutions, and ultimately 
under the control o f ‘educated’ male professionals166.
6.3 Health and Society in Transition: Changes in Determinants of 
Maternal and Perinatal Health
Many sources indicate that a rapid health transition has been underway in Thailand 
(Chanchareon 2006). Significant gains have been made in many health indicators, and major 
socio-economic and environmental changes have also occurred (Chapter 2). There is no doubt 
that such general health improvements also improved the health status of mothers and babies 
(Chapter 3). Factors such as malnutrition and malaria can result in anaemia which can in turn 
have serious effects for a pregnant/birthing woman (WHO 2005b).
165 In Thai, 7uuk kit root mee luuk Thai'.
166 An analysis of the sex distribution of obstetric specialists shows the field is predominantly male 
(Eguchi 2009), while nursing is predominantly female (Siritarungsri 2006).
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Prevalence of Anaemia, Micronutrient Deficiencies, Malnutrition
The potential effects of anaemia on the survival, health and well-being of mother and baby are 
many (WHO 2005b:45). When examining the reported prevalence of anaemia among 
pregnant women, data indicated a steady decline from 27.3% (1988) to 12.0% (2002) (Tables 
A10.17-18), where the largest reductions occurred from 1988-1992. It is difficult to account for 
the observed prevalence differences in the two datasets. The SM data indicated that from 1997- 
2003 rates had not declined, but were fairly stable throughout. The national target rate was not 
met. Overall, little change could be observed in each region from 1997-2003, however some 
increases were noted in all regions during this timeframe. The regional rate was fairly 
consistently highest in the South, and lowest in the North.
Childhood malnutrition of girls can increase the risk of maternal complications167. Some 
micronutrient deficiencies (eg iodine) have reduced significantly in Thailand (Wibulpolprasert 
2006:184). Helminth infections and poor maternal nutritional status may adversely affect 
birthing outcomes including maternal deaths (Anya 2004). Helminthiases prevention efforts 
have occurred through mass public-health campaigns in Thailand, and the MOPH reported large 
reductions in the prevalence of common intestinal parasitic diseases during the 20 year period 
1981 -2001 (Wibulpolprasert 2006:189).
Malaria
The significance of malaria as a contributing factor to maternal morbidity and mortality has 
often been “overlooked”, according to Anya (2004:512). Malaria in pregnancy is a serious 
condition requiring timely and effective diagnosis and treatment, however, pregnancy itself 
reportedly increases malaria risk by reducing women’s immunity (Lindsay cited in Bernstein & 
Hansen 2006; Etard et al 2003). Research has found that malaria in pregnancy can effect 
adverse health outcomes such as; anaemia (Steketee cited in Anya 2004; Bernstein & Hansen 
2006), severe anaemia (Guyatt cited in Bernstein & Hansen 2006; Etard et al 2003; 
Luxemburger et al 2001), abortion (Bernstein & Hansen 2006), intrauterine growth restriction 
(Bernstein & Hansen 2006), cerebral malaria (Bernstein & Hansen 2006), and ultimately, 
maternal deaths (Anya 2004; Bernstein & Hansen 2006; McGready et al 2012). Several studies 
have also indicated associations between malaria and other pregnancy complications such as 
pre-eclampsia (Maubert, Sartelet cited in Etard et al 2003), which can also be fatal.
Additionally, maternal malaria has been associated with adverse perinatal outcomes including 
low birth weight (LBW) (Bernstein & Hansen 2006; Etard et al 2003; Luxemburger et al 2001; 
Taha & Gray 1993), stillbirths (Bernstein & Hansen 2006; Etard et al 2003; Taha & Gray 1993; 
Van Geertruyden et al 2004), neonatal mortality (Luxemburger et al 2001; Taha & Gray 1993),
167 i.e. stunting of pelvic bone development, which can affect normal labour progress.
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infant mortality (Luxemburger et a! 2001), perinatal mortality (Van Geertruyden et al 2004), 
and preterm births (Luxemburger et al 2001). Thus, reducing overall malaria prevalence, 
preventing or treating malaria in pregnancy can reduce adverse outcomes for mothers and 
babies by preventing or reducing the likelihood of these conditions (Bernstein & Hansen 2006; 
McGready et al 2012). This has been demonstrated in Malawi for LBW (Bernstein & Hansen 
2006) and in Thailand for LBW, preterm birth, neonatal and infant mortality (Luxemburger et al 
2001). Thailand’s malaria incidence and mortality rates have declined significantly since 1977, 
and these were both low in 2003 (Wibulpolprasert 2006), however, risks are higher in border 
areas (McGready et al 2012).
Human Immunodeficiency Virus (HIV)
There are many effects o f sexually transmitted infections including HIV on maternal and 
newborn health (AbouZahr 1998). The 9th NSED Plan (2002-2006) target in Thailand was an 
HIV prevalence rate in pregnant women =<1%. Available data (Figure 6.6) indicated reported 
rates peaked in 1995 and have generally since declined. The target was met in 2004, and the 
trend looks likely to continue. Since ANC coverage is fairly high (Chapter 7), HIV data should 
be reasonably accurate, therefore, HIV as a cause o f maternal death should now be relatively 
lower (indirect cause), despite concerns expressed by study informants that HIV was increasing.
Figure 6.6: HIV Prevalence at First ANC (% of Pregnant Women) (1992-2004)
Source:
(Voramongkol 2006) cites Division of Epidemiology, MOPH
Immunisation Coverage
Tetanus and other vaccine preventable diseases are highly relevant to maternal and newborn 
health. Neonatal tetanus has traditionally been a major factor in infant deaths, but can be 
avoided by passive immunity from the mother. Immunisation coverage is also an indicator o f
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primary health care reach. Data indicate that tetanus immunisation coverage in Thailand is high 
(>80% for DPT3) (Wibulpolprasert 2006:186).
6.4 Factors Motivating Women for Hospital Births in the Early Transition
As explained in Chapter 5, in the past, women and their families were involved in birthplace 
decision-making:
"[The preference for birthplace] depends on each person, and for some it might depend on other 
persons as well such as family or relatives." (Aunt Noi)
One of the major incentives older women cited for hospital birthing at this time was for 
sterilisation. This occurred after prior successful homebirths. Aunt Tip explained her rationale:
"...[I had decided, this time, to birth in hospital] ...because I wanted to get sterilised. We had so 
many children already, we would not be able to afford more. So I went to the hospital and got 
sterilised. ...I thought about it because I was taking birth control at the time. The more I took it, 
the more it gave me headaches and I got moody. I fought with my husband often. So I decided
to have one more baby and then get sterilised.........The last baby, I only went to the hospital
because I was going to be sterilised... I cannot sterilise myself! I had to get the doctor to do 
that..." (Aunt Tip)
Aunt Tip explained the consent process, involving both partners, and her reasons for
sterilisation, saying she was not afraid to die being sterilised, but that men were afraid of it:
"...If only one person [consented], the doctors wouldn't do it. But I got it done. Simply said, 'he 
is only the husband. He just works outside the home.' If I told him to get sterilised, he would 
not have done it. But the wife is not afraid to die. I thought, if we had more children will we be 
able to raise them? The cost of living is high. So I decided to do it. People richer than us do it." 
(Aunt Tip)
It was unanimously agreed that women having complications of pregnancy, labour, or difficult 
births should birth in, or be transferred to hospitals. Aunt In recalled a time when most births in 
her village were at home, before the transition. She reported that travel had been problematic in 
this remote area168, but recalled that people had gradually been convinced, and were intimidated 
into going to hospital:
"At that time most [women] still [birthed] at home ...but there were others that went [to 
hospital], but then ...it changed to most being... at the hospital, so finally all are at the hospital 
[now]. ...There was a doctor who came up here, and ...interviewed people, he got them over. 
...There was a clinic too, when [it] came here, [they were] told it's important, and ...a lot of 
people went [to hospital then]. Not before that. ...Some people that had a baby ...used 
something that wasn't sterile to cut the umbilical cord, the baby had problems, when they took it 
to ...hospital, the doctor got all upset ...and said 'you should have had the baby here' ...so that 
was another factor." (Aunt In & Mun)
Grandma Long sought hospital as a source of pregnancy advice, as she had concluded that 
mothers who birthed in hospitals took better care of their children and therefore, they were 
cleverer and did better academically:
168 From my experience, it still was when I visited!
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"...I went to the hospital ...from my working experience, I was a teacher, so I knew that the child 
that came from the mother that had given birth at the hospital and took care of her child very 
well, that child would be a ...clever student, but the child that came from the villager mother and 
did not take care of her child very well or inefficiently (meaning uneducated people do not know 
much about good health and hygiene), that child would be a feeble student and not very clever 
...and not healthy too." (Grandmother Long)
Birthing in hospital seemed to have bestowed some higher social status, Gran Long thought 
homebirth was for uneducated villagers:
"...The villagers thought that giving birth was a normal condition ...so the women had to take 
care of themselves or help the others. ...[I wanted to go to] ...hospital ...because I felt ...full of 
confidence that the hospital was safe and clean, but the villagers wanted to give birth at home. 
Me, I had an education about hygiene ...health ...and sanitation. ...I chose hospital..." 
(Grandmother Long)
Some older women participants reported they had not faced any barriers to accessing health 
services, or hospital birthing at that time, therefore hospital delivery was apparently cost- 
effective in some cases. Aunt Mook said the desire for analgesia and safety were paramount, 
and even though she did not believe doctors were “good”, she went to hospital, and cost was a 
secondary consideration. However, it seemed these comments referred to vaginal births, and 
costs were being compared with the relative costs o f modern-day services:
"No [paying for hospital treatment was not a problem]. The doctor did not ask for much, only 
over a hundred baht. Nowadays, it costs over a thousand baht, three ...four thousand, for 
...delivery." (Aunt Tip)
Grandma Chit said that travel became easier, and hospital was not expensive:
"[I decided to birth in hospital] because by then there were hospitals and travelling to them was 
easier. ...There were no obstacles [for me to go there], because it was not expensive." 
(Grandmother Chit)
Aunt Rat said her hospital birth was paid for by a company, and she recalled the costs were 
relatively moderate at government hospitals:
"The cost of delivery at the hospital was only 50baht per person [at that time], my husband's 
company paid for that. It was not expensive ...if you delivered at the government hospital such 
as Suan Dok Hospital or Nakorn Ping Hospital but my last baby, I paid 400baht. ...My 1st and 
2nd children were born at home and the 3rd at Rin Kaew Hospital. ...It was a private hospital in 
the past." (Aunt Rat)
Box 6.2: Summary of Factors Motivating Women for Hospital Births
■ For sterilisation
■ Fear and intimidation
■ Experiencing a complicated birth (and/or history o f complications)
■ Employer funded, government subsidised/moderate costs
■ Wanted advice
■ ‘Status symbol’
■ Perceived to be ‘safe’ and ‘clean’.
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6.5 Hospital Births in the Old Days: Early Institutional Experiences
Health Centre Services and the Beginnings of ANC
Some older women respondents had their first births at home, then had later deliveries in 
hospitals. Most o f the reported nurse-attended births were situated in hospital settings however, 
it seemed there was a transitional phase where health personnel had attended homebirths, while 
urban women went to hospitals:
"The local women over there, they wanted to deliver the baby at home, but the people who lived 
in town at that time, they wanted to go to hospital. ...[Home was] convenient [and there was] 
...no vehicle. ...[I] was a nurse ...yeah [used to go to homes to deliver babies]." (Aunt Daeng)
In Khon Kaen, Aunt Dam had a ‘co-doctor’ attend her first birth at home -  it seems this was 
most likely, a trained female technical nurse or auxiliary midwife based at a community health 
centre, where ANC was also conducted. The co-doctor performed similar functions to the lay- 
midwife:
"[The co-doctor] ...just [used] her hands. ...Yes ...(laughs) [I pulled] the cloth [hanging from the 
rafters]. ...The 'doctor' used hand palpation and told me that the baby's head had come out. 
...My husband was with me too." (Aunt Dam)
Occasionally older women referred to health centre birthing, which seemed to be more common 
before hospitals became widespread:
"I miss the times when I was having children because it will not be like that again. ...If you had 
labour pains you had to go to a health centre, there was no hospital. ...You [did not] stay [there] 
for long. As soon as you had given birth, they made you go home." (Aunt Tip)
It is not entirely clear why the provision o f home-based services was ceased. It is likely that 
‘efficiency’, and the convenience of health personnel were influential, and possibly other factors 
as found elsewhere (Chapter 3).
Hospital Birthing Experiences
Earlier on, it seemed women could birth in hospital even if  never having attended before:
"Back then there was no prenatal care so we didn't have to travel a lot [back and forth]. When 
we had [contractions] we could just go to the hospital and give birth." (Grandmother Chit)
Several older mothers recounted feelings o f satisfaction and safety around their hospital birth 
experiences, however some were also fearful:
"I think going to the hospital [for birthing] is safe, but I was still a bit afraid." (Aunt Mook)
"[When I arrived at the hospital for delivery] I felt very warm, it was a pleasure, and [I] was not
afraid.........[Afterwards] I felt full of confidence that I and my baby would be safe. ...I was so
lucky because my baby was delivered by the doctor at the government hospital and they took 
care of me very well." (Grandmother Long, 4 hospital births)
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Aunt Daeng, a nurse, birthed with the support of known caregivers, and was also satisfied with a 
good outcome, and with her husband’s happiness:
"She was worried, about delivery [at] first, because she said it's very painful. [But] she ...was 
happy ...felt safe because everyone ...there she knows ...everyone ...smiles, and ...came and 
helped her. ...The baby was OK, and the husband was very happy, and she was very happy with 
that." (Aunt Daeng)
Some women were ambivalent about their own hospital experiences, but many now 
recommended this to younger women:
"[In hospital] it was a different feeling than giving birth with a midwife. On one hand I felt a 
little bit indifferent because I had already given birth with a midwife [at home], but on the other 
hand I felt more relaxed because I was in the hospital and everything was safe." (Grandmother 
Chit)
In contrast to the ways in which older women spoke o f their homebirth experiences, the 
emphasis in hospital birthing narratives was on the institutions and what was done to women. 
Homebirth narratives centred on the women themselves, and on their birthing achievements. 
Indicating changing beliefs, preferences and birthing cultures, some research participants had 
chosen hospital birth, owing to perceived safety and cleanliness; however, different views were 
expressed about medical care. In the following case, trust was transferred to the male doctor, 
seemingly because o f his decisiveness or authoritative manner, which had inspired confidence. 
Hospital birthing was associated with sophistication and modernisation:
"...My mother-in-law asked me was I ashamed or shy ...when my baby was delivered by a [male] 
doctor. But I told her that I felt different; I thought the [male] doctor... had made decisions in 
the labour situation better than the woman. I did not feel ashamed or shy ...I chose hospital 
because it was safe and clean." (Grandmother Long)
Several participants expressed mixed beliefs about medical care, some standing by their 
decisions for wanting lay-midwives. Some women had had straightforward hospital births -  
with her last baby, bom in hospital, Aunt Tip had birthed without assistance:
"I told the doctor that I had already delivered it. [He] did not believe me. I gave birth on the 
bed myself, then the doctor came. ...Well, I was just resting there, and the doctor had gone to 
see to someone else who was crying out with labour pains. ...The baby just came out itself. 
...[He said] 'why did you have such an easy delivery?../ Six babies, I delivered myself." (Aunt 
Tip)
Aunt Rat shared her experiences; ironically, this lady had had a fever after her hospital delivery 
(although had not following her homebirths), and possibly had a haemorrhage also:
"Yes [the nurse took care of me] very well, even though at that time they did not have a lift at 
the hospital ...[they] had a wheelchair to bring me to the labour room, the nurse ran beside me... 
...I had to stay [put] for one hour [after I delivered]. I had to ...drown in my blood like that, for 
an hour. ...Yes [I bled a lot]. ...I waited ...and the nurse came to help me to clean up ...and 
change my clothes, and come back to the ...room... The doctor came ...and checked whether I 
had a fever or not after two days I had stayed [there]. ...I ate everything -  it was very delicious. 
I did not get a fever after all my deliveries, but my last delivery; I got a fever ...[and] I felt very 
cold because of the air conditioner." (Aunt Rat)
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Mun recounted her experiences and explained the rationale -  homebirth was perceived as 
dangerous, hospital was safer. Mun had walked hours to hospital in labour, but was denied the 
emotional safety of her husband’s support. She was “watched” by hospital staff, but could not 
be specific about other aspects of her care:
"[At the hospital] they watched us ...gave us a bed to sleep on... After it came out, I don't know 
what they did. ...[We] thought it would be more, dangerous ...at home ...thought [the hospital] 
was safer. ...As soon as ...just any kind ...a little bit of pain, then [I] started out. About three 
hours walk." (Mun, 39ys)
Aunt Tew had a surgical birth as well as normal births, and compared these on the basis of the 
pain/discomfort she had experienced. She practiced yuu fai after homebirths:
"[Hospital birthing] was not like [at] the house because I had a caesarean........ I had a lot of pain
when I delivered at home, but at the hospital I did not have pain during delivery..........[But]
delivery at home was still good for me. ...Delivery at the hospital is good too, but they had 
medical injections, it made the wound heal slowly. ...In the hospital the nurses took care of [me]
...[I could] take medicine ...the food was good.........Yes [I had wound pain after the caesarean]
because it had not healed yet. ...I had so much pain ...after caesarean......... [That] pain ...was
more than natural delivery at home." (Aunt Tew)
It seemed quite common at this time that women did yuu fai once they returned home from a
hospital birth. Aunt Rat spoke about her experience post-discharge:
"[After the birth] the bleeding became less than the first day. When I went home, I laid by the 
fire to help the uterus become smaller... and tied the stomach with a cloth tightly. ...All the 
mothers in the past had to yuu fai whether or not they gave birth at home or at the hospital." 
(Aunt Rat)
Aunt Tip birthed six babies at home, and her last one in hospital. She compared the practices 
and preferred the traditional ways, believing that women were healthier as a result. Homebirth 
meant families could undertake meaningful postnatal care practices as they desired without 
restrictions, unlike in hospital where there was no accommodation of alternative practices:
"It was different. At the hospital they bathed the baby in cold water but at home I would bathe 
it in warm water. ...The hospital would not let you drink herbal whiskey [as my husband wished], 
but give you pain reliever........ [I think] it is better to bathe with warm water..." (Aunt Tip)
Roles in Hospital Births: Husbands and Nurses
While it was recognised by respondents from all groups that husbands had been actively 
involved in many homebirths in the past, this was not found in hospital births of the past and 
even into the modern-day. According to many women, the husband’s role had been limited to 
organising transport or transfer to hospital. Although it was widely acknowledged that most 
labouring women had wanted their partners’ support, it seemed most common that husbands and 
support persons were not allowed in birthing rooms (both public and private facilities). Gran 
Long thought her husband would hinder medical and nursing staff if present during her hospital 
birth:
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"...No [my husband couldn't stay in the birthing room], he would be disorderly (would obstruct 
the process)." (Grandmother Long)
Some women had had babies delivered by doctors in hospital, some had nurses attend them. A 
decision-making hierarchy had been observed with the male doctor superior. The role o f the 
hospital nurse was explained, and often involved “cleaning”, “checking”, pre-birthing care o f  
various sorts, encouraging and being with, vaginal examinations, calling the doctor upon second 
stage, active management o f the third stage, and attending the newborn:
"[The nurse] cut the cord [after delivery] with scissors. Removed the placenta. ...[Did] suction 
for the baby, to clean his mouth and ...nose........[I] had an episiotomy." (Aunt Daeng)
Experiences of Hospitalisation for Complications
For emergency complications, it was generally recognised that help was needed, and transfer to 
hospital was the preferred action, often decided upon and arranged by lay-midwives. Older 
women recalled some complications they had experienced, some already had medical attention 
and were in hospitals. Complications for which medical care was sought included haemorrhage, 
spontaneous abortion, intrauterine death, obstructed labour; where the medical management of 
obstruction was believed to be caesarean or assisted birth. After seven normal births, Aunt 
Mook had an obstructed labour, and a midwife advised hospital transfer. This lady had also 
experienced a stillbirth, and again a midwife referred her to hospital. There she was advised by 
a doctor to be sterilised, believing her uterus was defective causing death. It is not clear 
whether the indication for caesarean was sterilisation or the fetal death:
"My last baby died in the womb ...[at] ...8-9 months. ...I had asked the midwife to check it out. I 
told her that the baby had stopped moving. She said I had to be taken to the hospital. ...I went 
to hospital. ...The doctor thought that it died because it was constricted by the uterus. So I was 
taken to be sterilised. ...They cut me open and sterilised me as well. ...At first, it was going to 
be a natural birth but then the baby died ...so I had to have a caesarean ...I pushed but it did not 
come out, so I decided to get sterilised." (Aunt Mook)
Aunt Tew also experienced a prolonged labour for her last baby. In hospital she was examined 
by a doctor who determined there was an obstruction due to transverse lie, so she underwent a 
caesarean with tubal ligation:
"[I went to the hospital for the last delivery because] I could not deliver him by myself ...he was 
so big. ...Yes [I wanted to deliver at home] but my water came out first and at that time I was
45 years old. The baby was so big........I could not [push him out]. [The doctor did an]
examination. He said that I had to go ...for a caesarean... because the baby was across my 
stomach... And then I lost consciousness and did not know anything after that. When I went 
back from that room I saw my big boy. ...I got birth control (TL) at the hospital and then went 
...home. ...I still have the scar until now." (Aunt Tew)
Grandma Long told of the circumstances surrounding one o f her hospital births:
"My last baby was born ...at [Chiang Mai] hospital ...and ...was delivered naturally. I did not have
to have suction like before. ...I didn't know [why]. I felt labour pain in the night........ It was in
November so it was raining... I went to hospital by motorcycle. My husband told me not to push 
[to birth]. When I arrived at the hospital, I saw [it] was dark from no electric current so the 
people lit candles and the doctor brought me to the pre-labour room, but he told me that my
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water had come out but my cervix still did not open much, so I couldn't give birth this night. I 
might give birth tomorrow around 11.00am. I could not bear the labour pain. I told the doctor 
to help me so he told me to push... But the baby did not come out. And then he told me that if 
I did not feel the labour pain, I did not have to push otherwise I should take a rest. After that 
the nurse brought food... and whispered to me to take this food because after I gave birth I 
would not be able to eat anything. She was very concerned about the patient (laughs). She was 
afraid that I ...did not have energy to deliver the baby. So I got upright and ate only two spoons 
of food, I felt ...pain again and I could not bear this anymore. I attempted to push the baby out. 
The doctor came to help me. I had told him about my previous pregnancy experiences that were 
very hard. So he tried to help me. Finally, my baby came out normally. ...[The] doctor told me 
that my son is healthy and got white skin159. ...I was alright." (Grandmother Long)
Aunt Rat seemingly had an obstructed labour during her last birth which was in hospital:
"...When I delivered my last child, I almost had to deliver by caesarean but the baby came out 
before he decided to do that. I did not want to do that, I was so afraid." (Aunt Rat)
This respondent also mentioned an unplanned and unexpected pregnancy for which she sought 
medical care:
"...My last pregnancy was when I was 42 years old, so I thought that I would not have 
menstruation at all because I was in the menopause, but actually I was four months pregnant 
and didn't have morning sickness. ...I went to the clinic of Dr S to check. ...She asked me if I 
would abort the baby, but I said no. I was very afraid of having an abortion." (Aunt Rat)
‘Safety’ apparently justified this risky surgical intervention170:
"[A woman was] pregnant five or six months when the child died inside the mother's stomach 
because for a week [it] did not move. ...[So] the doctor checked ...and found it was dead. Then 
[he] had to perform surgery to remove the ...corpse and make the mother safe. ...[It happened] 
a long, long time ago." (Grandmother Chit)
Features of Hospital Births
While some women had attended hospitals because o f birthing complications, some recalled 
features o f hospital birthing including medical interventions with limited or no known benefits. 
Women had discovered that hospital birthing meant a loss o f independence and autonomy by 
having to comply with rigid hospital rules and practices. Aunt Rat compared her home and 
hospital experiences, in hospital you were expected to bathe more often than when at home 
observing yuu fai, and traditional food restrictions were not adhered to in hospital as “they gave 
the mothers a lot o f food”. Aunt Tip found there were different methods o f baby and mother 
care at the hospital -  and she was not able to exercise her own choice in these practices. She did 
not agree with hospital practices and thought these were harmful, believing traditional practices 
superior. Similarly, Aunt Tew compared her experiences. At home she could relax, take care of 
herself and her baby with others’ support, in hospital the baby was ‘institutional property’:
"...At the hospital the nurse would take the baby [away] ...[at home] I ...had many people to take 
care of me ...not like the hospital -  just the doctor and nurse." (Aunt Tew)
169 White skin in Thailand does not mean like white man or westerner but it means like bright skin.
170 At that time, not many caesareans would have been conducted.
-  149 -
This informant reported that harmless traditional beliefs about spiritual symbols and meaningful 
rituals were not permitted in hospitals in the past:
"...We have ...traditional belief like ...holy water from the monk, or ...the temple, that the mother 
...brings, or, sometimes like ...clean, the face of the mother with holy water, it makes [it] ...easy
to give birth... this was the belief. ...[The family would] give her sai sin, like a symbol......... a
string, ...like to support ...a spiritual [symbol], . until pregnancy and delivery ...and postpartum... 
...When I [was] a, student nurse we cut the string [off], and we remove the things ...like the 
symbol ...of the women [but she believed] this ...help[ed] her..." (MK, Academic)
Medical interventions were sometimes applied intrapartum during hospital births at this time, 
such as vacuum extractions, forceps and caesareans. A few women had personal experiences o f 
caesarean birth, and recalled reasons for them, while others told o f acquaintances having 
undergone caesareans. Women had been afraid o f caesarean in those days. Grandma Long had 
been attended by a specialist, and had a vacuum extraction though did not know why exactly, so 
it is difficult to determine whether information was given to enable informed consent and 
whether or not it was medically indicated. The potential for neonatal morbidities resulting from 
intervention was also noted:
"...This time the baby was delivered by a specialist. And I gave birth by suction again. I did not 
know well [why this was]. The doctor told me that I had a narrow pelvis so he had to use the 
suction, I did not have any [other] complications and the baby was very healthy. [Although the 
baby had the suction imprinted on his head] like my first boy, my Uncle said ...the baby looked 
like it had a disability because [his] head was long, but my mother said ...it would be better and 
shorter, it was long at the beginning because of the suction." (Grandmother Long)
Hospital births meant, for the first time, narcotics were available for use in labour. One lady 
recalled her experience with being given morphine that seemed disempowering as she was 
subsequently unable to push. With her second pregnancy, this lady was informed that she 
needed a planned caesarean, however she laboured, and was examined by a doctor who 
determined otherwise. Belief in spiritual rituals and religious intervention is also illustrated in 
her story:
"[My 2nd pregnancy] ...I was a patient of the [Bangkok] hospital ...and my doctor said that I had 
to do the caesarean... My relatives were very nervous about caesarean... because I would be the 
first one doing that, so they brought me to meet the venerable monk at Prachetupon Temple to 
help me not to have ...[one]... The venerable monk told me to eat a cluster of cultivated banana 
that [he] had already prayed [over]... and before I ate ...I had to pray for ...Buddha to protect me 
and my baby and ...for giving birth easily. I ate those bananas in the morning, when the[y] were 
almost finished I felt the labour pain and went to the hospital and waited for the doctor until 3pm. 
Then [he] told me that the head of the baby went down and my vagina was open so he decided 
to deliver by a natural delivery. After that he did a morphine injection so I did not have the 
energy to give birth and I was unconscious. After I woke up ...[they] told me that I had a big 
boy and he came out by suction. ...He did not come easily..." (Grandmother Long)
Aunt Rat described fragmented care during her hospital birth. Hospital policies banning support 
persons meant women were “ left”  to labour with little support. Medical care was given only at 
the second stage o f birth:
"[In the labour room] ...they left me until I was pushing the baby ...[when] I felt [it] would come 
out ...the nurse checked [me] ...[then] the doctor came... Just a short time after th[at] I gave
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birth. ...[It was] not too long, not more than an hour." (Aunt Rat)
When Grandma Long suffered a spontaneous abortion after a cholera vaccination, she went to 
hospital. The dialogue indicates that her subjective knowledge was subordinated to medical 
authority -  she was disbelieved, and also questioned about self-inducing a miscarriage:
"...In those times we had an epidemic of cholera, I had received the vaccine... I asked the doctor 
...but he told me that it would not affect the baby. After that my stomach did not grow anymore. 
Finally I was aborted. ...I had an abnormal issue of blood and had a stomach ache like 
...menstruation. So I went to the hospital. When the doctor saw me, he could not detect and 
believe me that I was pregnant. So I told him to touch my stomach. But he still argued that I 
was not pregnant. ...I stayed at the hospital one day and night. In the evening I felt ...labour 
pain. So I told my doctor and ...he told me to push [it out]. When I did that, my daughter came 
out. My doctor asked me about using drugs that helped bring about an abortion... I said no... 
...[It was] one month [after the vaccination]." (Grandmother Long)
Narratives contained several references to cleaning, and different messages may have been 
conveyed through the ritualised practice; that people were not clean, and more specifically, that 
birthing was dirty and needed to be made a clean procedure:
"[Upon arrival at the hospital] the [doctor and nurses] told me to clean myself ...before I went to 
the labour room." (Aunt Rat)
Some women reported caesareans were expensive at that time:
"In the past, the people were poor, like my last child that was born [in] hospital. I had to pay
2700baht....... [it] was expensive. 2,700baht, I did not need to pay if I delivered at home. ...I
had to pay a lot for the caesarean..." (Aunt Tew)
Aunt Rat reported her hospital stay was shorter because of limited finances. Birthing at home 
was free of monetary costs in comparison with hospitals:
"I had to spend lots of money to have my delivery in hospital. But I did not have to pay for 
delivery by myself [at home]." (Aunt Noi)
It seemed that unnecessary and potentially harmful procedures, such as enemas, were sometimes 
performed, and regular vaginal examinations were a routine part of hospital experiences. 
Examinations were performed by a nurse before a doctor attended:
"[At the hospital] a nurse took care of [me] first. ...[She] just checked the dilatation ...[I] was
only 1cm... Every hour ...the nurse came and checked.........[But the doctor didn't come]. ...She
checked, checked... checked." (Aunt Daeng)
Hospital experiences included procedures such as suctioning performed on the newborn’s 
airways, staff delivering the placenta, episiotomies requiring suturing, and postpartum bedrest. 
Early in the process of hospitalisation, women were accustomed to birthing independently and 
were less likely to submit to medical directives. However, when this woman had questioned the 
necessity of intervention after her hospital birth, she was told of imminent danger if she failed to 
comply. It seemed that women attempted to retain some choice and autonomy, and to reconcile 
the two birthing approaches from their previous experiences:
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"[The doctor] took me to get stitches and then rest. I had never had to get stitches with my 
other babies, so I asked the doctor whether I could not get stitches. He said I had to, it was 
dangerous not to..." (Aunt Tip)
■ Surveillance
■ Unnecessary medical procedures
■ Encouragement and assistance from nurses
■ Food provided in plentiful amounts postnatally
■ Some women felt safe in hospital
■ Sometimes perceived lack of support from staff
■ Labour support persons banned
■ Medical interventions (labour/intrapartum)
■ Medical interventions (postpartum)
■ Pharmacological interventions
■ Unfamiliar practices
■ Intimidation to comply with rigid hospital schedules and medical interventions and 
practices
■ Limitations on autonomy -  inability to initiate own wishes and practices
■ Judgemental attitudes of medical staff
■ Out-of-pocket monetary expenditure -  sometimes costly
■ Emphasis on cleaning
■ Some potential for neonatal morbidity
■ Help was available from doctors, but they were non-culpable -  poor outcomes caused 
by ‘fate’.
Box 6.3: Summary of Features of Hospital Births in the Old Days 
Summary
This Chapter presented an analysis of the transition to institutional births by exploring diverse 
factors, (i) significant socio-economic and political forces, (ii) major health services initiatives 
expanding reproductive and maternity care infrastructure and workforce, and (iii) changes in 
women’s health, their engagement with health services, and lived experiences. Key informants’ 
discourses about birthing in the past were essentially pathological (eg ‘safe motherhood’ 
inferred birthing was risky and unsafe, therefore the preferred approach was risk mitigation). 
Perceived risks were one factor driving change at the policy level, but I contend that political 
factors served as the main stimulus for changes in reproductive and birthing policy and 
consequently, as will be shown, in birthing practices. Where women had been expected to 
produce many children as their duty to family and society, I argue that the sense of moral 
obligation transferred to the State and its economic ambitions, where couples were now 
expected to limit their fertility for the good of the ‘Motherland’. The findings highlight 
differences in values around childbirth and birthing care, and differing paradigms of risk when 
comparing the public political discourses outlined here, and birthing women’s narratives 
described in Chapter 5.
With the propagation of health services, women were instructed on the ‘modem way’ and 'right 
way' to do birth (i.e. institutional with medical professionals), rather than 'wrong way' (at home 
with lay-midwifery and traditional care). This was despite a dramatic decline in maternal deaths
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having already occurred prior to 1984, while the ‘traditional’ social model still prevailed. I put 
forward that this professionalisation strategy succeeded in importing a biomedical paradigm and 
subsequently in medicalising birth. Nevertheless, the role played by women was also 
investigated, where the narratives indicate that the opportunity for terminating fertility was 
appealing, and thus motivated women to seek medical services. The use of pharmacology in 
birthing was also introduced during this transition, and there were some early perceptions of 
'safety' in medical and institutional care.
Therefore, hospital births gradually increased as services proliferated, and with some curiosity, 
women complied. While reasons for attending hospitals were initially somewhat pragmatic, 
social norms were changing, where women were negotiating new ways to do birth, and began to 
relinquish previously important aspects of birthing, or rather, the ‘new birthing’ promised better 
fulfilment of their needs. Early in this transition, women had maintained yuu fai practices once 
discharged from hospitals, balancing and merging their traditional ways with the modem. 
However, the old practices gradually moved to the periphery, and most were eventually phased 
out. Thus, I argue that women's bodies, fertility, birthing practices, and birth itself were 
gradually being redefined within broader political, socio-economic, and socio-cultural change. 
It seems apparent that a medicalised risk perception of birthing did not predominate in women’s 
thinking initially, as birth was still largely ‘normal’ with relatively low use of technology. 
Nevertheless, there was a major shift in belief and trust, transfer of ‘authoritative knowledge’ 
from local to institutional medical care. Chapters 7 and 8 will investigate the subsequent wide- 
reaching changes.
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Chapter 7
Maternal Health and the Quality of Reproductive, 
Maternal and Newborn Care: Contemporary Outcomes
Introduction
This Chapter presents results of quantitative analyses of selected key RH and birthing outcomes 
indicators for Thailand, and some data are supplemented with views of local informants. These 
outcomes reflect the status of maternal health, the quality of reproductive and maternity care, 
and also services accessibility. While recognising limitations, available data are presented to 
provide an overall impression, indicate possible trends, and highlight potential areas for further 
work. Since routine data collection on many RH and birthing outcomes commenced during the 
1990s, the timeframe of analyses is limited, however, there are some indications of population- 
level effects of hospitalisation and medicalisation, while data quality and completeness require 
cautious interpretation. Additionally, broader influences on birthing outcomes call for complex 
analyses beyond the scope of this work. Nevertheless, contemporary concerns were identified 
for future work; population groups with specific needs, reproductive and perinatal morbidities, 
unreported obstetric intervention rates, and questions about maternity services quality.
7.1 Recent Trends in Maternal Mortality, Distribution and Obstetric Causes
Maternal mortality indicators in common use internationally include MMR, lifetime risk of 
maternal death (LRMD), and the number of maternal deaths (see Glossary for definitions). In 
Thailand, MMRs171 have frequently been calculated and reported on routinely collected data 
including only government hospital births. Following the launch of SM, the MOPH 
acknowledged discrepancies in MMRs from different organisations, and sought to remedy this 
(MOPH 1997), whereupon a Reproductive-Age Mortality Survey (RAMOS) was conducted 
enabling a more complete estimate, as this methodology includes data from death registrations.
The overall trend indicates the decline in maternal deaths was dramatic from 1960 (see Figure 
2.2, Appendices Tables A10.2-A10.4). However, when national and regional comparisons on 
numbers of deaths for 1997 to 2004 were conducted using the SM dataset, more maternal deaths 
were reported in each year 1998-2004 compared to 1997, consistent across all regions. A 
corresponding increase was observed in the MMR (most years 2000-), although fertility rates
171 The definition used in Thailand is that of the ICD-10(MOPH 1997:15).
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and total births declined from 1995. The increase may be partly due to improved reporting, as a 
number of MOPH initiatives were undertaken during this timeframe. However, data from 
RHS2006 indicated that the proportion of private-sector births had increased substantially 
during that time, however, no mandatory reporting is functioning, so rates reported from the SM 
dataset are incomplete, a finding corroborated by the RAMOS mortality estimates for 
1997/1998 showing only approximately one-third of deaths reported in the SM dataset. Further 
investigation and validation is urgently required. This increase in deaths was also reflected in 
the LRMD (Table 7.1) which rose from 1:900 in 2000, to 1:500 in 2005, but later, by these 
estimates declined to 1:1,200 in 2008.
Table 7.1: Country Comparison Lifetime Risk of Maternal Death (LRMD) (Rate 
quoted per woman, 1 in: )_________________________________________________
2 0 0 0 (1 )[2 5 4 3 ] 2 005(2 ) [2548] 2 0 0 8 (3 )[2 5 5 1 ] D irection s
C h a n g e
o f
T h ailan d 900 500 1,200 -/+ +
Sri Lanka 430 850 1,100 +/+ +
Malaysia 660 560 1,200 -/+ +
Indonesia 150 97 190 -/+ +
Singapore 1,700 6,200 10,000 +/+ +
Australia 5,800 13,300 7,400 +/- +
USA 2,500 4,800 2,100 +/- -
UK 3,800 8,200 4,700 +/- +
Sources:
1. (UNICEF 2004a)
2. (UNICEF 2007)
3. (UNICEF 2012)
The data illustrated in Table 7.1 show that the risk of maternal death in the USA in 2005 and 
2008 was around double that of the UK, and three times that in Australia. The risk in 2000 for 
the USA was 2/3 the UK’s and almost double Australia’s, indicating a growing gap. These 
three countries are highly comparable as they have similar fertility levels. Despite significant 
expenditures on “improving safety”, reviews indicate that American maternity care is relatively 
costly, yet poor-quality, and this may be influencing mortality (Amnesty International 2010; 
Epstein 2007; Wagner 2006). LRMD in Singapore has improved dramatically, and was very 
low in 2008, while Malaysia was similar to Thailand. The maternal health and mortality 
transitions in Thailand, Malaysia and Sri Lanka are often compared, due to some contextual 
similarities and differences (Pathmanathan et al 2003).
The Distribution of Maternal Deaths
When mortality data were disaggregated by region, Province and district, inequities were 
highlighted and new issues emerged. Specific attention was given to the Northern and Southern 
regions when the government determined that the MDGs MMR target was not applicable to 
Thailand as “maternal mortality [was] ...too low to reduce by three-quarters” (UNDP 2005).
-  156 -
Therefore, Thailand set MDG+ targets (i) “reduce MMR to 18 per 100,000 live births by 2006” 
and (ii) “reduce by half MMR in highland areas, selected Northern provinces and three 
Southern-most provinces between 2005-2015” (UNDP 2005). Tables A10.3-A10.4 indicate that 
generally fewer deaths were recorded in the Central region, and consistent with the 
government’s assessment, the MMR was consistently highest in the North and South.
Obstetric Causes of Maternal Deaths
Causes o f death data indicate maternal health status, as well as quality o f reproductive and 
maternity services. Data should inform cross-sectoral policy, strategy, and clinical practice to 
ensure high-quality care and optimal outcomes. ‘Near misses’ should be identified for the same 
purposes, where these can provide learning opportunities to ensure timely diagnosis and 
treatment. Health promotion efforts involving multiple initiatives have been shown to be 
important in improving RH and reducing maternal deaths, where key socio-political-economic 
determinants have been recognised (Chapter 3). So while important to address the immediate 
direct obstetric causes, the social causes o f deaths are beyond the maternity services.
Haemorrhage was still the leading cause o f maternal death in 2004 (Table A 10.5, Figure 7.1). A 
decrease in the proportion (from 1990) is shown. Fewer deaths from PPH would be anticipated 
with higher proportions of institutional births172, however, fewer deaths does not mean less 
PPHs (Figure 7.3). More contextual information is needed to determine causative factors.
Figure 7.1: Recorded Medical Causes of Maternal Deaths (1990, 1996-2004) (%)
□ Unknown Causes
□ Indirect Causes
□ [Other] Direct Obstetric Causes
■ Unsafe abortion
□ Amniotic Fluid Embolism
■ Sepsis
0 Pregnancy Induced Hypertension
□ Haemorrhage
100%
1990 1996 1997 1998 1999 2000 2001 2002 2003 2004
Year
Note: 1999 data included a large amount of missing data -  deaths for which no cause was given, which 
(by default) was placed in the ‘unknown’ category.
1 2 Where active management of the third stage of labour is more likely (reduces PPH), and since PPH is 
theoretically managed more effectively in hospitals.
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Sources:
See Appendices Table A 10.5
Despite the increasing incidence of institutional births from around 60% in 1990 to around 92% 
in 1996, the proportion of sepsis deaths was higher for all years (excluding 1999) until 2004, 
where a decrease would be expected. According to the pattern of industrialised countries, an 
increase in amniotic fluid embolism would be expected. The proportion of indirect causes has 
fluctuated between 1990 and 2004, and includes such conditions as malaria, HIV/AIDs (WHO 
2010:4). Proportions of pregnancy-induced hypertension and eclampsia have generally 
increased as expected. The ‘unknown causes’ proportion should have reduced due to efforts to 
improve death registrations, ascertainment, and physicians’ classification skills. A change in 
the nature of complications preceding deaths would be expected, according to international 
trends.
7.2 Contemporary Perinatal, Neonatal and Infant Mortality 
Perinatal Mortality
Perinatal death refers to stillbirths and early neonatal deaths (WHO 2006a: 13). Definitions of 
stillbirth, thus perinatal mortality, vary considerably173, moreover, these definitions have 
changed as fetal viability has changed (CEMACH 2008:ix; Commonwealth of Australia 2001:6; 
Stanton et al 2006). The WHO defines stillbirth (late fetal death) as >=28 completed weeks of 
gestation, or >=l,000grams birth weight174 (cited by Stanton et al 2006:1488; WHO 2006a). 
Perinatal mortality can be influenced by events pre-conception, during pregnancy, the 
intrapartum and/or postpartum periods, and has been considered “an important indicator of 
obstetric care quality and socio-economic development” (WHO cited in Van Geertruyden et al 
2004). Stillbirths are a component of perinatal deaths, but since there has been “confusion over 
multiple [perinatal mortality] definitions” making comparisons and consistency problematic, 
arguments have been put forward for separate measurement and reporting (Kramer cited in 
Stanton et al 2006:1488). Stillbirths were only recently included in the WHO’s mortality 
estimates, having been omitted from other global statistics and surveys, from the MDGs, and 
from global burden of disease calculations for many years, thus, it was stated that stillbirths 
went largely unrecognised in international health policy (Stanton et al 2006:1487). Additionally, 
since some stillbirths can be prevented, the researchers argued for better quality data in order to 
focus and target interventions (Stanton et al 2006).
173 For example, the definition used for stillbirth in the UK refers to the period “after 24 completed weeks 
of pregnancy”, whereas the Australian definition refers to “ ...at least 20 weeks gestation or 400grams 
birth weight...”.
1 4 To facilitate international comparisons, the WHO specified a gestation, but included a weight 
alternative for use where gestation was not known accurately.
-  158 -
Table A 10.7 shows PMR by region as reported to the MOPH. These data indicate there may 
have been a slight increase during 1998-2001, overall, comparing 1997 and 2004, there may 
have been a small decline, although the WHO estimate (Table A 10.6) indicates otherwise, and 
potentially shows MOPH data are incomplete by about half. With respect to regional 
differences, the highest PMR was mostly in the Northern region, while the Central region was 
lowest from 2000-2004. Since malaria in endemic countries was found to be “an important 
determinant of perinatal mortality” (Van Geertruyden et al 2004), the contribution of reduced 
malaria prevalence to possible earlier changes in the PMR should be considered in this context. 
This may also have contributed to higher rates in the North. Additionally, Table A 10.8 shows 
the declining proportion of perinatal deaths reported from BA since 1995. Nevertheless the 
actual rates of infant deaths attributed to BA increased from 1999 (0.1 per 1,000 LBs) to 2002/3 
(0.2 per 1,000 LBs) according to death registration data (Health Information Unit 2005).
It was reported that Thailand uses the WHO definition of perinatal mortality175 (MOPH 1997), 
so it is not clear why ‘20 days postnatal’ was cited in these rates, or even from where those data 
were obtained (Tables A 10.6-7), as the SM dataset only contains data on early neonatal deaths, 
and it is unlikely that data collection in Thailand allows deaths after hospital discharge to be 
captured. Birthing data are usually completed upon discharge from hospital, and without data 
linkage, data on babies >3 days old are likely absent (NSW DOH 2007:16). Alternative datasets 
(eg death registration) may be more useful for this calculation (NSW DOH 2007).
In Thailand, Lumbiganon et al. (1990) found underreporting of both perinatal and infant 
mortality. Stanton et al (2006) discussed important issues and implications in underreporting 
and potential misclassification of stillbirths and early neonatal deaths. Possible reasons for 
misclassification were “lack of knowledge; lack of careful assessment for signs of life; 
avoidance of blame, extra work, or audit review for the birth attendant; or reasons of perceived 
gain or loss for the family176. If both stillbirths and early neonatal deaths are counted, then early 
neonatal deaths misclassified as stillbirths are at least recorded even if ...misclassified” (Stanton 
et al 2006:1487). The authors also discussed potential for misdirection of health programs if 
stillbirths were not monitored (Stanton et al 2006).
Neonatal Mortality
Neonatal mortality (see Glossary) is an important subset of infant mortality, and is of particular 
relevance to maternal health and birthing, as it has been estimated that around 66%-75% of 
neonatal deaths were early neonatal deaths (Lawn et al 2005), and of those, two-thirds occurred
| 7> It is stated that the PMR calculation uses early neonatal deaths (up until 7 completed days postpartum). 
176 For example, the registration o f a live birth could encumber the family with funeral arrangements and 
costs, and health personnel with extensive paperwork, whereas a stillbirth requires no funeral and less 
paperwork -  differences that may promote misclassification towards stillbirths.
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in the first 24 hours following birth (Save the Children/USA 2001). It was noted that newborn 
deaths increased in proportion to declines in overall infant deaths (Andajani-Sutjahjo & 
Manderson 2004). Andajani-Sutjahjo & Manderson (2004) citing international reports stated, 
“neonatal deaths are mostly related to the health and nutritional status of the mother.” Medical 
causes of neonatal deaths included respiratory distress, infection, intracranial haemorrhage and 
encephalopathies, birth injuries and jaundice (Malhotra cited in Straughn et al 2003), however, 
Straughn et al. (2003) stated that preterm births were a significant factor in neonatal morbidity 
and mortality.
Table 7.2: Country Comparison and Trend, Neonatal Mortality Rates (NMR) (per 
1,000 live births)___________________________________________________
1995 2000 2004
(2538) (2543) (2547)
Thailand 20* 13 9
Sri Lanka 20 11 8
Malaysia 10 5 5
Indonesia 35 18 17
Singapore 5 1 1
Australia 5 3 3
USA 5 5 4
UK 5 4 3
Sources:
1. 1995 rates (WHO 1996b)
2. 2000 rates (UNICEF 2007)
3. 2004 rates (UNICEF 2008)
Notes:
*The rate o f 20 equalled >20,000 deaths (Save the Children/USA 2001).
Table 7.2 shows Thailand’s NMR as having reduced between 1995-2004, and comparable with 
Sri Lanka, but nearly double Malaysia’s. However, data from vital registrations (1989-2003) 
(Health Information Unit 2005a) showed a reversing trend where the NMR began increasing 
from 1998, and in 2003 was equal to that in 1989. Improvements in death registrations were 
likely, as the earlier cited rate was comparatively low. It is likely that the SM data presented in 
Figure 7.2 below is incomplete, since the MOPH reported rate for early neonatal deaths in 1995 
was 8.1 (MOPH 1997), and considering the overall neonatal mortality rates in Table 7.2 in light 
of the 66-75% expected to be early neonatal deaths (i.e. expect around 9 in 2000 and 6.5 in 
2004). However, there would seem to have been a marginal decline between 1997-2004, except 
in the South.
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Figure 7.2: Rates of Early Neonatal Death Reported to MOPH (per 1,000 Live 
Births) (with Trend Lines) (1997-2004)
—•— Central 
—* — Northeast 
North 
—I— South 
—* — BKK
—<■— Country exc BKK 
*  Country inc BKK
Year
Source:
Safe Motherhood Dataset
Infant Mortality
Both infant and perinatal mortality measures include neonatal deaths, and it was estimated that 
newborn deaths comprised two-thirds of infant deaths, and around 40% of under-5 deaths 
(Andajani-Sutjahjo & Manderson 2004). The IMR definition used in Thailand is the standard 
international definition177 (Amomwichet et al 1999; MOPH 1997:13). One study found that 
only 71-75% of infant deaths were counted in vital statistics (Amomwichet et al 1999). Deaths 
not found in death registrations, were sometimes reported in hospital data, but needed to be 
merged or linked, a process not normally occurring at that time (Amomwichet et al 1999). 
Furthermore, accurate calculation of IMRs depends on acquiring accurate data on live births 
(LBs) (Amomwichet et al 1999). Infant mortality has declined considerably in Thailand 
between 1964 and 2007 according to data presented in Table A 10.9. However, data from death 
registrations showed an increase since 1997 (Source 11), but again since these rates were 
comparably low, better reporting may be responsible. Numbers of under-5 deaths similarly 
declined178 (UNICEF 2006; Vapattanawong et al 2007).
A significant proportion of infant mortality can be avoided. Circumstances giving rise to 
conditions such as birth asphyxia can be detected and treated. Consistent with international 
findings cited above, a 1990s Thailand study indicated that most infant deaths were early 
neonatal deaths (54.4% in 1996), and most of these were in the first day (Amomwichet et al 
1999). The researchers also found that BA was the main cause of infant death (22.3% in 1996), 
and secondly prematurity (15.6%) (Amomwichet et al 1999). In many non-industrialised 
countries, infant mortality was found to be closely related to infant feeding practices, and these
p Number of deaths occurring before one completed year of life, measured per 1,000 live births, in a 
specified/the same timeframe.
178 From an estimated 102,000 in 1970 to 37,000 in 1990 and 21,000 in 2005. Also consistent with 
census data.
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were associated with socio-economic factors (Kroeger & Smith 2004). The influence of birth 
events on breastfeeding has also been established, both naturally occurring events and those 
deemed “medically induced” (Kroeger & Smith 2004).
7.3 Severe Intrapartum and Perinatal Morbidities
Since improved data collection was implemented in Thailand in the 1990s, data are now 
available on some intrapartum complications and disorders of pregnancy that contribute to 
maternal morbidity. Limited data are available on some serious conditions such as placenta 
accreta (increasing in countries with high caesarean rates), and caesarean hysterectomy. Some 
morbidity data are presented below.
7.3.1 Post Partum Haemorrhage (PPH), Retained Placenta and Ruptured 
Uterus
Haemorrhage (usually postpartum) has been the major medical cause of maternal death in 
Thailand since 1990 (Table A 10.5). Besides being a major global cause of mortality, PPH is 
also a significant cause of severe birth-related morbidity, though is likely to be underreported 
(AbouZahr 1998a; Haynes et al). Problems with measurement or estimation of blood loss are 
present, and interpreting a ‘clinical picture’ of the loss effect is also important but not usually 
ascertainable from data. Blood loss after delivery is classified as a PPH if >=500mls (AbouZahr 
1998a), while a severe PPH is >=1 litre. Blood transfusion is sometimes used as a proxy 
measure however transfusion frequency does not identify unmet need. Anaemia postpartum 
(24-48 hours, Hb<9) is another measure used.
Figure 7.3: Post Partum Haemorrhage Rates Reported to MOPH (Per 1,000 
Births) (with Trend Lines) (1997-2004)
—*— Central 
—•^ N o r th e a st  
—^ — North 
—I— South  
— BKK
Country e x c  BKK 
•  Country inc BKK
1997 1998 1999 2000 2001 2002 2003 2004
Year
Source:
Safe Motherhood Dataset
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Data indicate reported rates of PPH increased between 1997 and 2004 in all regions excluding 
the Central region where they remained stable (Figure 7.3). The largest increase was in 
Bangkok between 2002 and 2004. PPH rates would be expected to reduce with the 
implementation of ‘active management’179, high and increasing rates of ‘skilled care’, lower 
prevalence of grand multiparity1811, reduced malaria prevalence181, and fewer obstructed labours. 
It is plausible that improved reporting has led to the increases shown. Data do not indicate 
interventions preceding haemorrhage, as other PPH risk factors include induced labour, forceps 
and caesarean delivery, general and/or epidural anaesthesia (AbouZahr 1998a). PPH rates 
reported in industrialised countries ranged from 10-20% (Prual et al 2000).
Similarly, it would be expected that retained placenta rates would reduce owing to some of the 
same factors. However, reported rates have increased in all regions (Figure 7.4).
Figure 7.4: Rates of Retained Placenta Reported to MOPH (Per 1,000 Births) (with 
Trend Lines) (1997-2004)
— Central  
— Northeast 
—ä — North 
—!— South 
— BKK
—• — Country exc BKK 
Country inc BKK
1997 1998 1999 2000 2001 2002 2003 2004
Year
Source:
Safe Motherhood Dataset
Ruptured uteruses, while still only rarely reported, also showed increases, except in the Central 
region where the trend was down slightly, and the Northeast remained fairly stable (Figure 7.5). 
Once again, with high rates of institutional childbirth by 2004, mostly low parity births, and 
‘skilled’ attendance, declines would normally be expected.
179 Of the third stage of labour.
180 Five or more births.
181 Thereby reducing severe anaemia.
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Figure 7.5: Rates of Uterus Rupture Reported to MOPH (Per 1,000 Births) (with 
Trend Lines) (1997-2004)
Source:
Safe Motherhood Dataset
7.3.2 Complications of Abortion
Unsafe abortion has been recognised internationally as a major public-health problem (Crane & 
Hord Smith 2006; Grimes et al 2006; ICPD 1994). Some scholars have referred to a 
“pandemic”, and “a silent scourge” (Grimes 2003; Grimes et al 2006). One global estimate of 
pregnancy-related deaths resulting from unsafe abortion was as high as “one in eight” (WHO 
cited in Singh 2006). The substantial morbidity burden in developing countries has also been 
well documented (Brown 2007; Singh 2006). Aside from the serious mortality and morbidity 
implications, it was asserted that the detrimental consequences extend well beyond the 
individual woman to society in general (Bernstein & Hansen 2006; Singh 2006).
Abortion is legal in Thailand only under limited circumstances (Whittaker 2002a) (eg there is 
risk to a woman’s health, rape). Studies conducted there have shown that deaths and morbidity 
from induced abortion are significant (Lerdmaleewong & Francis 1998; Population Council 
1981; Warakamin et al 2004). The DOH estimates included between 200,000-300,000 
abortions in 1991 (MOPH 2003:67). Data from a 1999 government hospital survey indicated 
that 45,990 women had been admitted following complications of abortion (spontaneous and 
induced), where spontaneous abortion was reportedly responsible for 72%, induced for 29% 
(MOPH 2003:67). Forty-one percent of the total reported abortions occurred in the age groups 
<24 years, while the largest proportion was found in the 20-24 years category (25% spontaneous, 
26% induced) (MOPH 2003:68). Contrary to those survey rates, when a sample of 4,588 
women from selected hospitals was investigated, 60% were confirmed as spontaneous, and 40% 
induced (MOPH 2003:68). The most frequently cited reason for inducing abortion was 
reportedly economic (57%) (MOPH 2003:68).
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From data presented (Table A 10.19), the North had the highest abortion ratios for every year 
between 1999-2003, and also the highest overall mean. The Northeast region had the lowest 
ratios for some years. Owing to the illegal and stigmatised nature of abortion, data 
completeness is unclear. Many key informants shared their views on unwanted pregnancies and 
induced abortion and thought there was a high and increasing incidence, however, they 
acknowledged data scarcity. Socio-economic constraints and teenage pregnancies were thought 
to be related to the increasing incidence, and informants perceived there was “a lot of unsafe 
sex”. One informant spoke about abortion services:
"...And from ...unsafe sex, we know that you can get HIV ...but also unwanted pregnancy, it's [a 
big] problem I believe, and we don't know the real figures, but from anecdotal records, ...the, 
mass media, ...clinics that offer abortion, I think there are many places that offer that service...
...So I think that for the ...women who, look for abortion they know how to get that......... [But]
they are not safe, they are not done by professional people ...done by quacks, many of them are 
traditional healers, or health personnel who are not very well equipped to perform that ...service, 
but they just do it in ...a private clinic and earn extra money, and they do not pay, adequate 
attention to the ...gestational age of the babies... I think it's the issue that ...has got less attention 
...yet it's a serious problem." (KS, International Organisation)
TN suggested better care was needed for women with unwanted pregnancies, and stated that if 
abortion was decriminalised/legalised, “we can reduce maternal deaths...”. However, he was 
unsure whether decriminalisation would happen, and therefore conceded, “the best thing we can 
do is promote ...family planning and health education” (TN).
7.3.3 Caesarean and Instrumental Births
In comparison with caesarean rates presented earlier (Figure 2.3), MOPH data on type of 
delivery are shown below for 1997-2004 (Figure 7.6). These data show that unassisted vaginal 
births declined, while surgical and instrumental births increased. Fewer vaginal breech births 
also occurred in 2004.
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Figure 7.6: Type of Delivery, Reported to MOPH (1997-2004) (%)
1997 1998 1999 2000 2001 2002 2003 2004
Year
Sources:
Safe Motherhood Dataset 
(DOH 2004)
7.3.4 Other Obstetric Interventions and Outcomes 
Percentage o f All Labours That Were Induced/Augmented
At the time of data acquisition, this indicator was not collected in the SM dataset. This is an 
important omission, since birthing outcomes are known to be significantly different if labour 
onset is spontaneous or induced/augmented.
Episiotomy and Perineal Lacerations
Perineal outcomes are a morbidity routinely monitored in Australia (and elsewhere) because 
these were believed “relatively frequent and severe” (Haynes et al 2004a). From narratives and 
literature, episiotomies seemed common in Thailand, therefore data collection and reporting is 
imperative.
7.3.5 Newborn Outcomes
Incidence o f Preterm Birth (PTB) and Low Birth Weight (LB W)
UNICEF reported that LBW was “a causal factor in 60-80% of neonatal deaths” (UNICEF
2008:15). Associations between birth weight and perinatal mortality were recognised early 
(Susser et al), however more evidence is now available about LBW’s effect on long-term health 
and well-being. The birth weight of a baby was believed to be “a key indicator of health status” 
(Laws & Sullivan 2009:67).
A US study found LBW babies to have a higher risk of “poor health” and death, to require 
longer hospitalisation after birth, and to be “more likely to develop significant disabilities” 
(Goldenberg cited in Laws & Sullivan 2009:67). As well as prolonged hospitalisation, LBW 
babies may need intensive treatment (eg neonatal intensive care unit), which is considered a
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major morbidity, and consumes a large amount of healthcare resources. It is important to 
distinguish between the two classifications in LBW -  small because of being bom early -  
preterm birth182, or small-for-gestational-age (SGA), where intrauterine growth restriction 
(1UGR) has occurred. Internationally, many factors have been identified as contributing to 
LBW including; low socio-economic status, parents’ size, mother’s age/parity, smoking and 
alcohol intake, illness during pregnancy (Ashdown, Mohsin cited by Laws & Sullivan 2009:67), 
maternal malnutrition (UNICEF 2008:15), severe anaemia, hypertensive disorders of pregnancy 
(AbouZahr 1998). LBW can be related to poor maternal health status during pregnancy but also 
pre-conception, and can be related to multiple births183. Ideally, fetal growth restriction should 
be screened for and detected in pregnancy, where interventions may prevent LBW, however, 
owing to the socio-economic association, detection and prevention can be difficult.
In the data presented, little change is observed in the reported percentage of LBW newborns 
during 1997-2004 (Tables A10.10-11). Rates were potentially higher every year from 1995, but 
were generally lower than the years 1990-1991. The North and the Northeast showed the 
highest overall means. It is plausible that provincial and regional differences in LBW rates were 
partially related to the differences in major population groups found in each area. The MOPH 
has associated LBW with “some areas of the North ...Northeastern, and ...Central parts... 
where there are Hilltribe groups ...and low-income areas” (MOPH 2003:25). An increase in 
incidence was also associated with the economic crisis of 1997 (MOPH 2003:25).
The belief that caloric consumption should be restricted in late pregnancy to make birth easier 
was uncovered in the young women’s interviews. Key informants in this study discussed 
perinatal health issues at length, where the appropriateness of international classifications for 
Thailand, Asia or other population groups was questioned (PP). PTB was thought prevalent, but 
these data were not available in the safe motherhood dataset184. One clinician informant 
recounted that some “late criminal abortions”18:1 have to be classified as preterm births if there is 
a live birth (PP).
Birth Asphyxia (BA)
In Thailand, BA is determined by an Apgar score <=7 at one minute after birth186. There are 
significant implications of asphyxia for infant survival, morbidity, and long-term well-being 
(Kolatat et al 2000). The MOPH reported a project commencing in 1997, “which aimed to 
create awareness among obstetricians and paediatricians in [the] prevention and reduction of 
birth asphyxia”, and accurate measurement was also taught (MOPH 2003:28).
182 Before 37 weeks of completed gestation.
183 And the prevalence of multiple births increases with the increasing frequency of assisted conception.
1X4 Only as a cause of neonatal death.
185 Using “cytotec” and/or “prostaglandins”.
1X6 The Apgar score is “a numerical scoring system routinely administered one and five minutes after birth 
to evaluate the condition of the baby” (NSW DOH 2007). A low Apgar score is considered to be an 
indicator of complications and compromise in the baby.
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Recommendations were produced for use at all facility levels, and newborn resuscitation teams 
received training at provincial and district-level facilities (MOPH 2003). Three categories of 
factors affecting BA were cited by the MOPH, these being: maternal factors amounting to 
12.9% (toxaemia, antepartum haemorrhage, hypertension); delivery factors 61.7% (caesarean, 
abnormal presentation, vacuum extraction, prolonged labour); fetal factors 25.4% (MOPH 
2003:25).
From available data (Table A10.12-13) there was an increase in reported BA between 1995- 
1999, where it is possible that the campaign increased reporting after 1997. These data indicate 
that there may have been a decline in incidence after 1999 (2000-2004), however, the rate of 
infant death from BA increased from 1999-2003 according to data from vital registrations. 
Comparing regions, the North and South had higher rates from these data between 1999-2004. 
North, South and Northeast rates declined from 1999-2004, while the Central region remained 
fairly stable overall. In the North, Area 8 rates were highest for the three years 1999-2001. 
Analysis of provincial rates in the North showed that in Area 10 provinces, despite increased 
hospitalisation, rates altered little between 1999-2004. The highest rates were reported in Nan, 
Mae Hong Son, Lampang and Chiang Mai, while Lamphun reported the lowest (Lamphun also 
had relatively low caesarean rates). Since data from the SM dataset only report MOPH-hospital 
data, this precludes analysis of the private-sector where useful comparisons could be made 
owing to different levels of interventions' 87 and other differences.
Not Being Breastfed
The importance of being breastfed for adequate growth, cognitive and immune system 
development has been widely recognised (AIHW 2008), thus, not having been breastfed is a risk 
factor for poorer health outcomes. There are other important implications for both maternal and 
infant health188. Recommendations produced collaboratively by WHO, UNAIDS and UNICEF 
recommended exclusive breastfeeding for six months (cited in Bernstein & Hansen 2006:76). 
However, in Thailand the 8th and 9th NSED Plans (1997-2001 & 2002-2006) targeted exclusive 
breastfeeding at least 4 months >=30% (MOPH 1997; 2003:26). Extensive limitations exist in 
obtaining breastfeeding data, and as in many settings, Thailand data are very limited and of 
poor-quality. Various definitions and classifications are in use making comparisons and trends 
difficult to analyse. Methodological issues also arise due to various types of reporting, and 
usually, survey methods and self-reporting of mothers must be relied on.
lx For example, Caesarean section, use of narcotic analgesics, anaesthesias.
1X8 For example, breast cancer risk in women, psychosocial factors in infant development.
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Figure 7.7: Rates of Breastfeeding (Selected Years Between 1993-2002) (%)
Source:
(Voramongkol 2006)
Data shown above (Figure 7.7) indicate very low rates of exclusive breastfeeding to 4 months, 
but these have increased comparing 2002 with 1993, as has predominant breastfeeding. 
Anecdotally, it was reported that in recent times many women travel to work in regional centres 
out of economic necessity, leaving infants in the care of grandparents for extended periods. 
High coverage of ‘Baby-Friendly Hospitals’1*9 has been achieved but it is not certain that the 
momentum has been maintained (Kasemsam et al 1995). From RHS2006 and other data 
(SPBEL), babies bom in private facilities were disadvantaged being significantly less likely to 
be exclusively breastfed (p=0.004) compared with other birthplaces. A negative association 
between breastfeeding and caesarean has been found (MCA 2004), and further investigation in 
Thailand is required.
7.4 Other Quality of Care Indicators
Ideally, data should be collected and reported on pregnancy-related interventions, and maternal 
risk factors, as well as birth outcomes (Laws et al 2006:10), owing to the potential for 
complications following many interventions, and as an indicator of care quality. Quantitative 
data were available for some maternity and related services quality indicators as presented 
below.
Drawing on views of informants, it was believed that one of the most serious constraints to 
quality improvement in perinatal healthcare was a lack of sound data. Respondents were asked 
about clinical improvement activities, evaluation and research with which they had been 
involved, or of which they were familiar. Evidence-based care and funding for research was 
also discussed, as well as research processes. Informants expressed the view that context- 
specific research190, which could inform policy and strategy development, was limited, while 
some informants had conducted or knew of quality research, and more was in progress (BL). It
189 An international initiative of the WHO to promote breastfeeding.
190 i.e. Asia, Thailand, non-western settings.
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was stated that due to the dynamic nature of social change, up-to-date studies were needed. 
There was believed to be a lack of large-scale studies in Thailand due to limited co-operation 
among facilities/researchers, and the Research Council of Thailand had reportedly tried to 
address this. Some informants cited a lack of funding for research staff and limited research 
capacity, as well as the competitive nature of authorship. Regarding clinical practice, medico­
legal issues were believed to have had a negative influence on practices (LO), while 
implementing practice change based on evidence had been problematic. Health personnel 
supply and retention was difficult in rural and remote areas, and this was believed to 
compromise care quality, however referral systems were believed to be good. Universal 
coverage was believed to have improved access, but created some problems with lack of care 
continuity in ANC and delivery.
7.4.1 Antenatal Care (ANC)/Postnatal Care (PNC) Coverage
Antenatal checks for pregnant women enable the monitoring of maternal and fetal well-being, 
and facilitate the treatment of any abnormal conditions, aiming to maximise healthy outcomes. 
The proportion of pregnant women obtaining adequate ANC is an indicator of the reach of 
primary health services, and their acceptability. The relevant health services indicator was “The 
number of pregnant women who completed the required standard ANC (4 visits across 
trimesters) per 100 LBs” (MOPH 1997). In 2003, 73.7% across all regions is relatively high, 
but is not a huge increase in 13 years (since 1990), and 60.1% in the central region (lowest) is 
surprising, and higher coverage would be expected since universal healthcare. Insights shared 
by informants and data (Table 7.4) may help to explain these coverage data, where it was 
believed that many women procured ANC services at private providers, and this would not be 
reflected in DOH/MOPH statistics.
Table 7.3: Pregnant Women Having a Minimum of 4 ANC Visits (for Selected 
Years: 1990, 1992, 1995, 1998, 2001-2003) (%)____________________________
Region/Year 1990
[2533]
1992
12535]
1995
[2538|
1998
[2541]
2001
[2544]
m
2002
[2545]
I? )
2003
[25461
(2)
Central Na Na Na Na 80.1 73.5 60.1
Northeast Na Na Na Na 80.5 81.6 82.9
North Na Na Na Na 78.3 59.4 78.5
South Na Na Na Na 74.9 73.6 73.7
All Regions 65.2 (4) 68.1 (4) 83.4(1) 96.0 (4) 78.5 
92.2 (3)
73.2 73.7
Sources:
1. (MOPH 1997)
2. (DOH 2004)
3. (MOPH 2004)
4. RH Division. DOH & BHP
Notes:
Na: not available
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Comparing RHS1996 and RHS2006 data yielded notable changes in the location of antenatal 
services (Table 7.4). The majority occurred in various government hospitals in 1996 (62.4%), 
however, there was a reduction in the proportion of ANC received there, to 57.9% (2006). 
Similarly, there was a decline in the proportion of ANC at health centres, while the proportion 
in private facilities increased to become the second largest in 2006 (25.1%), second only to 
community or district hospitals. These data may indicate a perception of better quality in 
private services.
Table 7.4: Trends in Location of Antenatal Services Received (1996 and 2006) (%)
Public Health Community Provincial/ Univer- Other Private Other
Health Centre Hospital General
Hospital
sity
Hospital
Govt.
Hospital
Hospital/
Clinic
1996 2.3 20.3 62.4 4.7 0.1
2006 2.2 14.7 27.4 21.5 1.2 7.8 25.1 0.1
Source:
RHS1996 & RHS2006 datasets
The MOPH reported the following indicator for postnatal care coverage: “The number of 
pregnant women who received the complete standard PNC (3 visits) per 100 LBs” (MOPH 
1997). In 1995, the rate was 56.4% (MOPH 1997), in 2001, 61.3% (MOPH 2004), where the 
interpretation is similar to that for ANC.
7.4.2 Skilled Birth Attendant
Skilled attendant is defined in the Glossary. The relevant MOPH Indicator 1 was: “The number 
of pregnant women cared for by health personnel during delivery per 100 LBs” (MOPH 1997). 
Figure 7.8 indicates levels of ‘skilled attendance’ were already high (-70%) in 1987 before 
commencement of the SM Program, although RHS1985 data presented earlier (Table 7.3) are 
discrepant at 48.2%.
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Figure 7.8: Skilled Attendant at Birth Reported from Various Sources (1987-2006, 
2008, 2010)
Year
Sources:
1. (NESDB & UN 2004)
2. (WHO 2006c)
3. (WHO 2005b)
4. (UNFPA 2004)
5. (Population Reference Bureau 2005)
6. (Save the Children 2010)
7. (UNFPA 2010)
8. (Gapminder.org 2012)
Notes:
Average taken from various sources
Additionally, data were collected on services provided by trained lay-midwives. The decline is 
evident, however, the completeness of these data are unclear. A second indicator was: “The 
number of women attended by trained TBAs per 100 LBs” (MOPH 1997), and rates were 1.9% 
(1995) (MOPH 1997), and 0.5% (2001)(MOPH 2004). RHS1996 data presented in Table 7.3 
reported the incidence of TBA attended births at 5.6% (not distinguishing trained/untrained).
7.4.3 Teenage Pregnancies
Teenage parenting has significant and long-term implications for the baby (AIHW 2008), as 
well as the mother, where maternal age has an impact on both obstetric and perinatal outcomes 
(Laws & Sullivan 2009:8). Young mothers are more at risk of adverse outcomes (Gortzak-U 
cited in Laws & Sullivan 2009:8), including the delivery of LBW babies (Ashdown-Lambert 
2005). Researchers in China also discovered an increased risk of adverse pregnancy outcomes 
for teenage births, even after controlling for known risk factors (Chen et al). Some of these 
differences in outcomes may be related to the possibility that teenage mothers engage in higher 
levels of risk behaviours -  Australian teen mothers had high rates of smoking during pregnancy 
(41.1%), compared with older women (Laws & Sullivan 2009:23).
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Despite the legal age for marriage in Thailand of 17 years (males and females) (Siam Legal 
International 2012), UNICEF (2006:135) reported child marriage191 (1987-2005) at 21%, with 
the urban rate at 13% and 23% for rural residents. The prevalence of teenage parenting may 
also reflect the availability and accessibility of contraceptive services for unmarried youth. The 
DOH has recognised specific health problems among adolescents, and the increasing incidence 
of these (MOPH 2003:57). The MOPH (2003:57) cites a national survey from 1995 which 
found more than 25% of young men had first sexual intercourse before the age of 15, and that 
contraception was rarely used during first sex (MOPH 2003:57). Forty-six percent of women 
hospitalised for abortion complications were under 25 years of age (MOPH 2003:58), indicating 
a high level of unwanted pregnancies among this group.
According to data from the RHS1996 and RHS2006 surveys (randomly selected households) 
(Table 7.5), the proportion of married women marrying before 15 years of age had increased in 
2006 (from 0.8% to 1.1%). However, the percentage of women marrying at 15-19 years 
reduced to 35.8% (from 37.3%). Essentially, women married at later ages, as the proportions of 
those marrying at 25-29, 30-34, and 35+ years increased in 2006. This is an indicator of social 
change. Nevertheless, there was still a large proportion of women who had married in their 
teenage years in 2006 (36.9%).
Table 7.5: Percentage of Married Women Surveyed by Age at First Marriage 
(Years) (1996, 2006)________________________________________________
<15 15-19 20-24 25-29 30-34 35+
1996 RHS 0.8 37.3 42.1 14.8 3.4 1.0
2006 RHS 1.1 35.8 38.2 18.5 4.9 1.4
Source:
National Statistical Office, RHS1996 & RHS2006 datasets
Thailand data on teenage fertility are presented as a percentage of all births (1994-2004) (Tables 
A10.14 & A 10.16). Proportions seem to have stayed fairly stable from 1994-2003 and no clear 
pattern regarding regional differences can be seen although the South and North had higher 
means for the period 1999-2004. Comparing the Thailand rate in 2004 found similar rates in 
Indonesia and the USA, but more than double those of Sri Lanka, Malaysia, Australia and the 
UK (A10.15).
Key informants discussing high rates of teenage pregnancies, advocated for a “proactive 
approach” to prevention, including equipping teens with life skills. Several informants 
recognised the need for better data on whether the reported teen pregnancies were to married or 
unmarried women, planned or unplanned pregnancies. SP perceived adolescent pregnancy as 
the third most significant problem of the area (North-West border). He believed that most of 
these teenagers were married, and explained, “this is the culture of the people in this area...”,
191 Defined as: the percentage of women 20-24 years o f age who were married or in union before they 
were 18 years old (Note: data differ from the standard definition or refer to only part o f the country).
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and went on to say “in ...other areas it’s against the law...”, but he believed the law did not 
apply where those concerned had no Thai identity card. He also associated higher rates of 
preterm birth with adolescent pregnancies.
PB perceived that teenage pregnancy was a problem in the North, along with sexually 
transmitted infections (STIs) among teenagers. She recalled a recent site visit where it was 
revealed that mothers sometimes abandoned their unwanted, sometimes LBW babies, in some 
cases the mothers were young students. PB stated that she had consulted with communities, and 
with health personnel “about the prevention of unwanted [teenage] pregnancy...”. She believed 
that the school curriculum was lacking, containing biology but no discussion of gender or 
family issues, and thought that this was one potential avenue for pregnancy prevention through 
better education. She thought that “teachers are understanding we have to talk ...about [these] 
issues”. PB stated that in the past, school public-health programs had had a big impact on child 
and adolescent health, and she believed the underlying principle was the recognition that 
students would be “mothers and fathers in the future”. The concept still existed as a priority of 
the MOPH, although the approach was in the form of ‘health promoting schools’.
While discussing the problem of teenage pregnancy, BL stated that attempts had been made to 
address it by applying interventions previously used in the USA. However, he stated 
pragmatically that interventions used by other countries may not have the same impact in the 
modem Thailand context. This respondent recognised the need for good research to inform 
policy and program development, in a rapidly changing social environment.
7.4.4 Repeat Caesarean or Vaginal Birth After Caesarean (VBAC)
The SM dataset did not specify indications for caesarean births. It is not clear whether these 
data are collected and reported at hospital or other levels, but survey data indicated repeat 
caesareans are frequent (Chapter 2), and this implies barriers exist to the implementation of 
evidence-based care.
7.4.5 Prenatal Diagnostic Testing
The prevention of thalassemia-affected newborns has been one focus of safe motherhood policy. 
The rate of thalassemia screening in pregnant women in 2001 was reported at 65.5% (MOPH 
2004). The target in the 9th NSED Plan was >80%. Therapeutic abortion increases with 
improved fetal diagnostics such as thalassemia screening. AT (an obstetrician) discussed some 
of the debates, uncertainties and ethical dilemmas around abortion of thalassemia-affected 
fetuses. Preferably, terminations were done less than 22 weeks gestation or AT considered there 
was a “right to life”, although it was also stated that “most... will die”. AT reported that a 
specialist geneticist believed that some thalassemic babies may only be mildly affected,
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however, AT thought it was impossible to determine. BL believed that a superior program of 
fetal diagnosis and counselling (and subsequent termination), enabled one particular hospital in 
Bangkok to have very low rates of fetal anomalies, whereas in many other facilities this was the 
main cause of fetal and neonatal death.
7.5 Data Limitations: Methodological Issues, Targets, Recording and Reporting
A preliminary search showed quite different maternal mortality rates from different sources, 
producing a very confusing picture. National rates from the MOPH do not generally show 
disaggregation192. A vital registration system has been operational in Thailand since 1917, and 
the Ministry of Interior oversees this process through local government193 (Amomwichet et al 
1999). However, mortality statistics and cause of death data were assessed with two distinct 
methodologies, and found to be in need of improvement (Mathers et al 2005; 
Tangcharoensathien et al 2006). Mathers et al (2005) found a high proportion of deaths went 
unregistered (30%), and of those registered, 20% were poorly classified. Tangcharoensathien et 
al. (2006) found a lower rate of unregistered deaths (5%-14%), but a higher percentage of 
poorly classified deaths (40%). The scholars acknowledged these issues as “major policy 
concerns”, and made several recommendations for improving both registration completeness, 
and attribution of causes of death (Tangcharoensathien et al 2006:233). In infant mortality data 
from 1995, it was found that only 71% of deaths were recorded in vital registrations 
(Amomwichet et al 1999:30). Additionally, 44% of infants who died in their first 14 days of 
life did not have a death certificate, and 54% of those dying in the first 30 days (Amomwichet et 
al 1999:30). After completing an in-depth assessment of the information system used to collect 
and report maternal mortality data, Laosirithavom (2006) made pragmatic recommendations to 
improve misclassification of maternal deaths by specifically flagging deaths of women in the 
reproductive-age group for further information.
During the preliminary phase of this research, it became evident that there were inconsistencies 
in existing data on maternal mortality, and data on birthing morbidities was minimal. Key 
informants were asked about data sources, data quality, utility and availability, and they shared 
ideas on alternative approaches. Regarding the quality of routinely collected data, one 
experienced informant recounted observations and suggested closer scrutiny:
"...[Data on] birth asphyxia is very difficult to check... I heard, in ...the district-level, the Director 
of the hospital ...told their staff, 'OK ...we have no birth asphyxia' ...[but] sometimes a doctor or 
nurse started intubation but the Apgar score at birth may be 8 ...no honesty, and no-one checks, 
so yes, we lack a monitoring and evaluation process..." (de-identified)
This informant also stated that political factors influence data collection and reporting (eg 
managers fear being seen as incompetent). Some targets set by the MOPH were thought
192 Eg. Between types of health facilities or population groups.
193 It is legislated that births must be registered within 15 days, deaths and stillbirths within 24 hours.
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unrealistic and somewhat arbitrary. There were also organisational culture issues in relation to 
acquiring quality data as explained:
"...They only look at the paper, for the outcome, and [it] makes them happy it's OK, but they 
don't check 'is it true?' ...[But] in [X Province] they have a good team, and so the high data, it 
shows the birth asphyxia, they have it, it means that it's real, but in other provinces it's very, very 
low ...[in] X Province, the birth asphyxia was ...less than 15 per 1,000 live births, it's just like in 
the US ...it's impossible! ...[But] the Chairman [said] ...'OK... I'm afraid, because this birth 
asphyxia is one of the index to show the accreditation board of the hospital each month, and it's 
still high, and I must answer every time ...so, I decreased it, and they had no questions after 
that'... Like ...politics. ...When you set ...the target, you must look first, in the real [world], 
before you set it ...do not look [at] other countries. ...And so when they see the data this year 
'Oh it's very good', so next year they decrease it again, so, for the healthcare worker... [it's] now 
very easy... because no-one checks it, just ...send to the ...public-health office -  it's OK." (de- 
identified)
The follow ing is a free-listing o f data issues (related to maternal and birthing data) raised by key
informants.
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Box 7.1: Free-List: Data Issues
1. Data collection procedures meant that maternal deaths often only correctly classified if 
they occurred in the labour room. This excluded most antenatal, some postnatal, and 
often septic abortion deaths (possibly ICU)(TN).
2. MOPH data reported 24-25% of maternal deaths, as most outside hospitals (TN).
3. Most data reported as ‘national’ comes only from MOPH hospitals, an estimated 60% 
of births (BL/LA).
4. Lack of national data, data reported by WHO/UNICEF previously only from one city 
hospital (BL).
5. Some definitions changed -  susceptible to reporting errors (BL).
6. Abortion deaths reported by MOPH seriously underreported (TN/LA/NT).
7. Lack of abortion data (BL/K.S/NT).
8. Most deaths occurred outside facilities therefore vital registration data on causes of 
death often not ascertained by a medical officer (TN).
9. No area data collected on out-of-hospital births (MW).
10. Increased awareness of importance of maternal deaths reporting -  reporting improved 
but rates then showed increases (TN).
11. Better awareness and reporting of maternal deaths had improved services (LA).
12. Limited birthing data at the national-level (TN).
13. Vital statistics system needs improvement, especially maternal and infant deaths (TN).
14. Mid-1990s online death registration process implemented, meant that the public-health 
office (PHO) no longer received notifications. Suggested PHO contact Death 
Registration Centre on a regular basis to follow-up on possible maternal deaths 
(identified from flagging female deaths). This would also capture deaths in the private- 
sector (TN).
15. General data collection processes and systems confusing, some duplication, parallel 
and multiple reporting requirements (NT).
16. No coherent national data plan -  lack of consensus regarding data collection systems 
and definitions. Need for national coordinating body -  DOH/MOPH not able to take 
leadership1 (KS/BL).
17. Problem of getting mortality data because populations in which untimely deaths most 
likely, face access barriers to health services (eg refugee, migrant) (TN).
18. Minimal data from private providers (TN/KS).
19. Birthing data is not collected from non-MOPH hospitals -  assumed care is 
“overstandard”, however, will transfer “won’t let people die there” (LA/AT).
20. Difficulties accessing data (TN).
21. Minimal data on maternal morbidities (severe/acute and chronic) (VW).
22. Lack of classification by ethnicity (MW).
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7.6 The Health System: Regulation, Governance, Accountability, the 
Private-Sector
Informants discussed broader health system issues and shared their insights. It was perceived 
that political factors had been problematic (eg transparency in decision-making regarding 
appointments), and that the organisational culture could deter progress (eg some will hide issues 
rather than seek help, sometimes peer pressure to perform) (AT). Hospital accreditation and 
other regulatory mechanisms reportedly had limited capacity to influence change (VW). The 
MCH Boards and mortality reviews were believed to have been useful, however, the potential 
for blaming, ‘scapegoating’ was recognised (AT). Quality control was believed to be needed, 
especially with regard to the private health system, where minimal data made monitoring 
difficult (AT).
Summary
This Chapter presented rates and trends of selected maternal health and birthing outcomes, using 
secondary, and where necessary, reported data, from various sources. Data availability 
limitations restricted most analyses to recent decades and hospital births, and since no 
mandatory reporting legislation is in place for birthing data, analyses reflected an indeterminate 
proportion of MOPH-hospital births. Such data are provided to the MOPH on a “voluntary” 
basis, often omitting private facilities and other non-MOPH-hospital data (eg 
military/university), and this further limited the quality and scope of analyses. As such, 
meaningful comparisons were largely only possible at national and regional levels, nevertheless, 
some useful indications were produced, and comparative data from other countries have also 
been presented and discussed where relevant. Along with recently increasing maternal 
mortality, birthing morbidities data (though clearly incomplete), indicated some increasing 
trends which require urgent investigation. Available data indicated that:
Determinants of Perinatal Health:
1. Total birth numbers have been trending down since the early 1970s.
2. Fertility in Thailand has fallen to one of the lowest rates in Asia.
3. The percentage of births to teenage mothers remained fairly stable and high from 1995 
to 2003.
4. No analysis was possible on effects of teenage parenting on birthing outcomes.
5. The prevalence of anaemia in pregnancy declined until the mid-1990s, but has altered 
little since (Chapter 6).
6. Malaria incidence has declined significantly since 1977, as has the malaria mortality 
rate, and they were both low in 2003. However, risks are higher in border areas 
(Chapter 6).
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7. HIV prevalence in pregnancy has trended down since 1995, and was low in 2004 
(Chapter 6).
8. High levels of vaccination coverage have been achieved, with a corresponding 
reduction in neonatal tetanus (Chapter 6).
Maternal Mortality:
9. The MMR declined dramatically between 1960 to around 2000, but has since 
potentially increased.
10. The number of maternal deaths reported in the MOPH dataset increased each year from 
1997-2000 (101-177), but there were fewer reported subsequently (2001-2003), 
however the number of deaths in 2003 remained higher than in 1997.
11. A large proportion of maternal deaths were unreported in MOPH data, and in vital 
registrations.
12. Inequities exist in the regional distribution of maternal deaths. The North and the South 
having an MMR almost double that of the Northeast and Central Regions in 2004, a 
pattern that has persisted since 1997.
13. The main medical cause of maternal death in 2004 was haemorrhage, and this pattern 
largely continued from 1990.
14. Haemorrhage accounted for around double the proportion of deaths as the next major 
cause in 2002 (sepsis), and in 2004 (indirect causes).
15. “Unknown causes” accounted for 14.5% of maternal deaths in 2002.
16. The proportions of maternal deaths from sepsis, amniotic fluid embolism and 
hypertension have generally increased since 1990.
Infant and Neonatal Mortality:
17. By 2004, infant mortality had decreased to nearly a quarter of the rate it was in 1964.
18. The IMR halved between 1964 and 1984.
19. The IMR was similar in 2004 as in 1990.
20. The rate of infant death from asphyxia increased from 1999 to 2003.
21. There is a conflicting picture on trends in neonatal death rates with some data showing 
reductions between 2000 and 2004. It would seem most likely that vital registrations 
have increased but are still underreporting deaths.
22. Early neonatal mortality showed a declining trend between 1997 and 2004, except in the 
South where it increased.
Perinatal Mortality:
23. The PMR remained largely unchanged between 1997 (possibly earlier) and 2004.
24. The PMR was highest in the Northern region between 1997-2003.
25. Between 2000-2004 the North and South had the highest PMRs, the Central region the 
lowest.
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26. The proportion of perinatal deaths caused by birth asphyxia reduced by approximately 
50% when comparing 1995 (28.2%) and 2002 (14.2%).
Perinatal Morbidities:
27. Over the timeframe of analysis, reporting on major obstetric morbidities would seem to 
have improved.
28. Available data on PPH indicate that rates have increased since 1997 and/or that more 
are being recognised and reported.
29. PPH is a major cause of maternal morbidity.
30. Data reported on induced abortion complications rarely represents the actual problem.
31. Abortion incidence seems to be increasing across the country. Abortion remains illegal 
and restrictive.
32. Rates of caesarean birth have increased while vaginal birth rates have declined.
33. Reported ‘national caesarean rates’ were incomplete, representing about 50%.
34. The caesarean rate144 indicated that more mothers and babies were being exposed to the 
risks of non-medically indicated caesarean.
35. Rates of vaginal breech births have declined.
36. Rates of instrumental “assisted” births have remained fairly stable.
37. No data were available on induction of labour (IOL) -  the percentage of all labours that 
were induced, or the indications for induction.
38. Little change can be observed in the reported percentage of LBW newborns (1997- 
2004). Rates were potentially higher every year from 1995, but were generally lower 
from 1990-1991.
39. BA incidence rates trended down between 2000-2004.
40. A low incidence of recommended breastfeeding predisposes infants to long-term poorer 
health, potentially reversing other health gains brought about by public-health care and 
other advances.
41. Many infants are exposed to the risks of not being exclusively breastfed according to 
international recommendations.
Other Quality of Care Indicators:
42. National data on ANC coverage (x4 visits) show moderately-high rates.
43. The percentage of births having a ‘skilled attendant’ was high in 1990 and has remained 
high.
44. Available survey data on VBAC indicated low rates (Chapter 2).
45. Coverage of prenatal diagnostic testing for thalassemia was over 60% but has not yet 
reached target levels.
194 Well above WHO recommendations.
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Data and Health System Issues:
46. The recording and reporting of maternal deaths remains problematic and unreliable.
47. Methodological difficulties in measuring and using the MMR still exist.
48. Data from non-MOPH facilities are not subject to mandatory reporting, making care 
quality indeterminable, and comparisons impossible.
49. The inability to report truly national rates masks important differences and inequities in 
sub-population groups.
50. Further improvements are needed in vital registrations.
51. The availability of birthing outcomes data for consumers’ information is limited.
52. Morbidity data are limited.
53. Better regulation, governance, and accountability within the health system was 
recommended by informants.
Notwithstanding the momentous progress that has occurred overall in reducing maternal and 
infant mortality, coinciding with the general trend of increasing life expectancy; there remain 
challenges to improving reproductive and maternal health, and in providing optimal birthing 
care for all women in Thailand. There is no doubt that general primary health care measures eg 
FP availability, malaria control, good immunisation coverage, improvements in sanitation, had a 
significant effect on overall maternal and infant mortality. Additionally, there is some evidence 
that socio-economic factors such as improved nutritional status of women and girls, and higher 
levels of education also played a role. However, a detailed analysis of the impact of various 
public-health interventions on maternal, perinatal and neonatal outcomes was not feasible in the 
context of this study.
Nevertheless, it has been possible to examine some potential population-level effects of policies 
(eg hospitalisation, professionalisation of birthing care). The effects of birthing medicalisation, 
on maternal and perinatal outcomes, is somewhat ambiguous from this analysis, but potentially, 
some gains have been made (eg early neonatal mortality, BA), however, some important 
outcomes have not shown sustained improvements during the period of hospitalisation as might 
be expected (maternal and perinatal mortality, haemorrhage, retained placenta, uterine rupture). 
Furthermore, other quantitative data on morbidities and obstetric interventions -  indicative of 
care quality and other features of women’s birthing experiences were unavailable, as 
intervention data were limited to caesarean rates, omitting important indicators eg 
induction/augmentation of labour, episiotomy and perineal lacerations, epidural/anaesthesia use, 
VBAC. Comparing current outcomes with pre-hospitalisation was not possible with available 
data. Randomised controlled trials on birthplace are unethical, case-controlled studies cannot be 
conducted in this setting. The data reporting factor confounds definitive conclusions.
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Chapter 8
Modern-day Birth and Reproductive Health (c l995-2006)
Introduction
This Chapter presents further outcomes in the birthing transition. Changes in reproductive and 
birthing policy and services are examined using multiple data sources and focusing on two key 
indicators, birthplace and attendant, and analysing what these mean for birthing experiences and 
outcomes. Findings report key informants’ and older women’s perceptions of modern-day 
hospital birthing, and young women’s experiences of medicalised birth and care. The socio­
political transition in reproductive and birthing cultures is also elucidated, where changing 
attitudes and beliefs are analysed. Mainstream birthing becomes entrenched within an obstetric- 
led biomedical culture and hospital-based maternity system. Contemporary concerns include 
inequalities between population groups.
8.1 Modern-day Hospital Birth: Perceptions, Beliefs and Experiences
Easy, Comfortable, Convenient, Life and Birthing
While older women often stated they birthed easily in the old days, the same women said 
modem birthing was easy, and it was easy to birth in hospitals:
"...It is easy if you deliver at the hospital (laughs). ...[Women] go to the hospital and two hours 
later, they deliver." (Aunt Tew)
Younger women also believed hospital birth was easier, and doctors could “help”:
"[Birth] is a lot easier nowadays. ...If there is a problem, a complication, or if there's pain ...the 
doctors have ways to help..." (Mun, 39ys)
Pirn said her hospital birth was easy, while acknowledging “natural” progress:
"...She went to the hospital (laughing) ...easy. ...When she felt like she wanted to ...push ...it's 
like a natural power ...it's very strong! We want to push our baby out!" (Pirn, 33ys)
Besides birthing with the use of medical equipment and services in hospitals, many women also 
perceived caesareans to be painless and easy. Surgical techniques were associated with ease of 
birthing:
"...Nowadays, due to modern equipment, childbirth is easier and you don't need so long to 
recuperate." (Aunt Tip)
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Many older women observed the trend towards hospital births, and thought this was better 
because it would be pain-free:
''...[The mothers from my village go to birth at the] hospital. ...[This has been so] for a long time
...almost 20 years........[They go there] because it is difficult to give birth and some mothers take
contraceptives so it is hard to get pregnant too. ...[I think the hospital is] better because there 
are many doctors to help the mothers so [they] can come back home 2-3 days after giving birth 
and have no pain too. ...When they get a labour pain they will go to the hospital and give birth 
easily." (Grandmother Yai)
Despite the perception o f birthing in the modern-day as “ painless” , most young women said 
their labours were painful. Older women thought life in general, including modem-day working 
lives for women, was easier and more comfortable than in times past. Due to infrastructure and 
technological developments, travel had also become more comfortable and convenient:
"In the past ...it took 2 hours to get [to the hospital] by boat, but now it takes just 15 minutes." 
(Aunt Phet)
"...[Now women's work is] not hard because they work for a factory or for her own business, she 
does not work as a farmer like me. ...Everything is more comfortable." (Grandmother Yai)
It was the prevailing belief that hospitals were the preferred birth setting nowadays, and reasons 
o f comfort and convenience were frequently cited. Modem birthing was most often associated 
with hospitals where medical assistance and pharmaceuticals could be acquired:
"I think [...birth in] hospital ...[is] comfortable and easy, because the doctor will do everything for 
the mother... There are many people to take care of her." (Aunt Tew)
Aunt Noi attended homebirths for 50 years, now she recommended hospital birthing for comfort 
and safety. Women’s comfort was considered a high priority in birthing care, and preferences 
regarding mode o f birthing were believed to be related to comfort issues:
" [I  think pregnant women's preference for natural delivery or caesarean] ...depends on each 
person which way she feels comfortable..." (Aunt Noi)
Motivated by a desire for comfort and safety, Aunt Noi believed young women should learn 
antenatal and postnatal self-care from health professionals. Nevertheless, many older women 
thought modem birthing was “ comfortable” , but lacked some general health benefits:
” [I think modern parturition is] good and comfortable but the disadvantage is the mothers do not 
have a chance to enrich their health. I do not mean to blame the doctors, [they] are very good 
but the mothers should have better health than this (she believed that yuu fai ...will make the 
[mother's] health ...better than the treatment after modern delivery, [now] mother[s] ...believe 
that ...delivery is completed and [it's] not important to do anything else such as yuu fai)." 
(Grandmother Tong)
There was one reference to medicalised birthing as difficult -  a participant observed women 
now position supine:
"...These days ...[at] the clinic ...women delivering... they lie down ...that ...makes a very difficult 
birth." (Aunt Om, Karenni)
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Convenience was found to be an important factor influencing decision-making about birthplace, 
attendant, and care in the modern-day. While many women believed hospital birthing was 
convenient in this day and age, older women said homebirth was the most convenient in their 
day. It was now perceived that hassle-free, safe, technological births occurred in hospitals:
"...The hospital is better than ...home because it's convenient, no need to find the essential 
equipments for ...delivery. ...It is safer and they have good equipment." (Aunt Phet)
It was reported that young women were not participating in yuu fai nowadays. One older lady 
thought this was more convenient, as she considered that undertaking the practice had been 
difficult in the past:
"...[Postnatal care] is much better than in the past. ...We had to yuu fai........it was difficult.
Nowadays, you do not have to bother with [that] because after the delivery you just rest in 
hospital for 2-3 days then you can go home." (Aunt Mook)
Ideas expressed relating to modern-day convenience extended to perceptions about infant 
feeding. Despite evidence supporting breastmilk as the only recommended “food” for babies in 
the first six months, some older women thought feeding with breastmilk substitutes was popular 
nowadays and lamented this. This practice was framed as a lifestyle decision -  more conducive 
to maintaining an active social life, rather than being ‘tied down’ with a breastfeeding infant:
"...Some [postnatal] women, 15 days later, they dress up, put on make-up, and leave the house. 
They let their babies drink powdered milk. ...They just mix the milk in advance. ...In my day, we 
would just take care of our babies. ...Everyone has [breastmilk], but they don't want their babies 
to drink it themselves... (laughs)." (Grandmother Chom)
Other comments revealed that older women thought breastmilk supply wasn’t a problem, and 
women did not necessarily have to go to work, but nevertheless, artificially fed for reasons of 
convenience. It was reported that modern-day mothers (sometimes women referred to their 
daughters) only breastfed for a short while, irrespective of whether they were employed:
"[Now babies] drink powdered milk. ...Maybe they drink the mother's milk in the first month and 
then change..." (Grandmother Yai)
"...Babies nowadays are not raised with breastmilk. ...[Women] do not use their breastmilk." 
(Grandmother Bua)
Several older women spoke about the additional expense of formula feeds and feeding 
equipment. However, it was also perceived that people had more ready access to resources and 
disposable incomes today, enabling this perceived “convenience” which is valued.
The Maternity System: Policy, Practice, and Medicalisation
The hospitalisation of birthing occurred in the context of significant health system changes in 
Thailand. Universal coverage (UC) was established 2000-2001. In maternal, newborn and 
child health, the MOPH promoted formation of “expert boards” (called MCH Boards), with the
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mandate to ‘govern’ policy and services within their jurisdictions (Chapter 6). There was 
significant growth in private medical services, following a ‘medical hub of Asia’ policy 
(Pachanee & Wibulpolprasert 2006). Key informants and published research found this 
instigated a ‘brain-drain’, a movement of healthcare personnel from the public to the private 
system (AN)(Pachanee & Wibulpolprasert 2006). Higher expectations from consumers were 
also apparent (KS), along with higher demands on secondary and tertiary services and 
technology, versus use of primary healthcare (Yiengprugsawan 2008). With reference to the 
international safe motherhood agenda, ‘MDG+’ focused attention on specific vicinities with 
higher mortality among minority groups (Chapter 2).
Health services infrastructure continued to develop at a rapid pace. An institutionalisation (in 
this case hospitalisation) process around birth is evident from data shown in Table 8.1, with the 
outcome being 96.5% of births having occurred in a health facility in 2006, compared with 
91.0% in 1996, and 44.0% in 1985. The proportion of private facility births also increased, 
while health centre and homebirths declined. The fall in homebirths was most dramatic, 
however, approximately 10,000 in 2006 (estimated 1 million total births), was still a significant 
number.
Although none of the women respondents referred directly to the economic crisis of 1997, many 
key informants spoke of its effect on health, health services, and utilisation, and several 
explained a negative effect on pregnant women and ANC. It was believed the crisis had a 
significant impact across Thailand (PT).
Table 8.2 presents national time-series data showing a rapid and considerable change from 
midwifery to medically-dominated birthing care. Doctors were the predominant attendant in 
2006 at 61.9%, a change from 1985 where the largest proportion of births (43.2%), were lay- 
midwife attended. The growing proportion of private-sector births in 2006, may account for 
some of this change. Even though 36.3% of births were reportedly attended by nurse-midwives 
in 2006, virtually all those would have occurred in obstetric-led units (i.e. government hospital 
births = 89.0%, Table 8.1), as this is the single maternity care model provided.
Findings from women’s interviews indicated perceptions about maternity personnel. Nurses 
were viewed, and often referred to, as subordinate -  “she helps the doctor” -  not autonomous, 
and second class in quality terms. It was clear that the hierarchical power structure of hospitals 
observed in the early days, still positioned the (female) nurse below the (male) doctor (Chapter 
6). Women had observed the interactions and roles of nurses, and some had experienced their 
services. One of the most frequently perceived roles for nurses (and to a certain extent doctors) 
in hospital maternity care was that of surveillance 195 . Another was “cleaning”:
195 Including vaginal examinations (VEs).
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"...After the mother gives birth the doctor and nurse will help her and clean everything for her too. 
...Hospital [is better] ...because the stomach (uterus) is cleaned..." (Grandmother Yai)
Women were watched in hospital:
"[When I laboured in hospital] they watched us, they gave us a bed to sleep on..." (Mun 39ys)
It was perceived that doctors primarily, ‘helped’ women and babies in hospital births; but nurses 
were perceived to also possess some skills in using equipment. One exception was found where 
it was asserted that some ethnic minority women preferred a female nurse to a male doctor. 
Nurses helped with postnatal care since doctors usually conducted ANC. In the modern-day, 
respondents said postnatal care had changed, although it was reported that women used a 
technique after hospital delivery, reminiscent of yuu fa i:
"...So, a long time ago ...they ...used the ...light bulb, to dry [the perineum]. But now, they don't 
use it anymore." (Aunt Daeng, a nurse for 34 years)
However, one role for nurses in modern-day ANC was outlined, where viewed as more of a 
social equal to women, she was therefore generally approachable for advice:
"...[Women] want the ...nurse and doctor ...to take care of them ...because she wants to ...ask a 
lot of questions to the nurse, and [she] can give her advice." (Aunt Daeng)
Corroborating the expressed view of some informants, Aunt Phet (in the South) said local 
women still trusted the care of lay-midwives:
"...[These days, I think women still prefer the] community midwife [for birthing care, because 
they] trust and believe in her, that she can help..." (Aunt Phet)
The analysis indicated there was no modern-day concept of a nurse functioning outside of the 
hospital, or a midwife as an educated professional/expert. KH, a key informant, believed the 
practice of nurse-midwives, even within the hospital system, had been rendered “invisible”. She 
researched delivery records where nurse-midwives had attended births but “the signature of a 
doctor was on the ...record”. KH had been working to advance midwifery, where a combined 
curriculum Bachelor of Nursing and Midwifery had been developed.
KH conducted extensive research on the maternity system, and stated that midwifery in 
Thailand was “unrecognised” and “unknown” to the public. It was found that even within 
maternity services, midwifery identity was lacking, and practice was embedded in illness (i.e. 
nursing) and medical (i.e. obstetric) care models. KH sought to raise awareness among women 
that they “don’t need to see the big hospitals or book a private doctor”. She stated that “[nurse- 
]midwives need to know more ...midwifery, and they can and should conduct normal 
deliveries”. This informant supported continuity of midwifery care “...from pre-conception 
until postpartum...” (KH). However, she found that nurse-midwives did not want to attend 
births in health centres, as there was seen to be a lack of “medical instruments” upon which they 
depended. KH concluded there was minimal awareness of midwifery care models, and the
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current health system structures prevented these from being adopted. Nevertheless, KH stated 
there was an impending change, where certain institutions were “trying to promote midwifery”. 
KH believed that progress with this agenda was hampered by the absence of a peak midwifery 
body (currently represented by the Thai Nursing Association and Council), although midwifery 
associations were apparently present in neighbouring Malaysia and VietNam. Informants 
generally demonstrated little awareness of midwifery practice.
Against some significant obstacles, developments had reportedly been made within the 
education system to recognise, differentiate and credit midwifery as a separate discipline. KH 
stated that the current US-style nursing education structure, made this challenging, however, she 
had observed the subordination of midwifery and believed that “one day midwives will have no 
power if they stand in the same place” (KH). This informant stated that midwifery practice was 
limited to “referral”, and “fragmented” models, where women either attended health centres for 
ANC and then referred for hospital births, or, were referred “from one hospital to a higher-level 
hospital” (KH). Nurse-midwifery practice was fragmented, usually restricted to one area, 
antenatal, intrapartum or postnatal. KH recognised that midwifery-led options were possible, eg 
“team midwifery”, “domino models” “independent midwifery”.
KH speculated on reasons midwifery was under-recognised and not promoted. She considered 
there was a lack of recognition of midwifery at senior-levels within the health services, whereas, 
she observed the policies of other governments and the WHO recognised midwifery, they 
“know that midwives deliver normal deliveries”. However, KH outlined the difficulties of 
influencing health services policy in Thailand, despite sound international evidence. She 
observed that in 2000, policy supported “primary healthcare promotion”, however, it omitted 
“midwives ...care for pregnancy.” The respondent stated that no data were available on 
midwifery care outcomes in Thailand.
‘Normal’ Birth and Care in the Modern-Day
Coinciding with hospitalisation, birthing care changed dramatically during this period. Several 
older women thought modem birthing was more complicated, and discourses represented a 
pathological, ‘disease-oriented’ view:
"...In the past, delivery did not have many complications ...but nowadays, delivery might have 
many complications and contagious diseases." (Aunt Noi)
"Now delivery has complications more than ...[previously]. ...You must have blood testing before 
delivery, which ...we did not need to do. ...And... now the nurse has to prevent other people 
from handling the infant to protect [it] from infection." (Aunt Noi)
As in the early days of hospitalisation (Chapter 6), ‘normal’ hospital birth still involved medical 
interventions and procedures, such as “removing] the placenta”, suctioning the baby, 
episiotomies, suturing. Birthing had become medicalised, and care seemed to revolve around
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the use o f technology and pharmaceutical drugs. However, contrary to older women’s 
perceptions, these young rural-dwelling ladies had not had analgesia in labour, but did have 
intravenous infusions, and had oral intake restricted:
"This one got glucose ...the drip.........She was not allowed to eat or drink ...because, if emergency,
have to ...have the operation... [But Duan was allowed to] eat, and drink because she didn't get 
the drip." (Duan, Pan, Pim)
In the modern-day, birthing was timed:
"She was pregnant 38 weeks, so the doctor asked her, for checking inside. When she came back
home ...she got a little bit of bleeding.......so she went back to the hospital again ...the doctor said
stay ...overnight in the hospital, but it's not time yet, so she went back home ...and stayed home 
for two days. After that ...it hurts, and she went back to hospital again. They thought ...[it's] 
just 38 weeks, it's not the time yet. ...She didn't feel pain or anything, but after the doctor 
checked inside, they thought that the doctor did something to... make them give birth soon." 
(Pan, 19ys)
Thus, it was thought that i f  labour was ‘ too long’ in hospital it would be expedited, otherwise, a 
surgical birth:
"She [was getting contractions but], her water [hadn't] broke[n], it did not break by itself, but 
the doctor did something to break the waters." (Duan, 33ys)
"...At the hospital ...if you go too long, they ...give you an injection to speed it up, and if that 
doesn't work, then they have to give you a C-section." (Aunt In & Mun)
One young lady’s story o f hospital birthing revealed she had hailed a truck for transport down 
the Mountain. She was left alone in labour, and her care expectations were not met. Even so, 
she said she would birth there again because o f homebirth fears. It was determined from the 
narratives that the focus o f hospital birth was ‘second stage’ :
"[At the hospital] ...they didn't help do anything ...during the painful time, only when the baby 
was ready to come out, ...then they started... after it was open 8cm ...they, I don't know what 
they did [really], but they did more. ...I was in pain and everything, and they wouldn't even 
come in and see ...after awhile, once in a while they would come in and say '...you're not ready 
yet', and then they would be gone for a long time, and so I was just... [left]..." (Kim, 21ys)
Potentially, induction procedures were done without information or consent, and these young 
women complained they had not consented to, or been informed about episiotomy procedures 
being performed on them. Episiotomies had been done routinely:
"...The doctors just do [the episiotomy] ...just do [it]! And then they told......... [or] they [only]
told them [immediately] before, they just said, '...we are going to cut you now', 'on the right
side'........ No [they didn't tell them beforehand]. They had already done it. ...[But, her friend had
told her ...they would do it]." (Duan, Pan, Pim)
Nevertheless, women believed the doctor was “ helping” , but in this case the local anaesthesia 
was not effective and this lady had suffered:
"They all had the same opinion that, in the present [birthing is] better [than the past], because 
the doctor assists them, to just cut ...to open, but in the olden days, just, come out, by itself, but
if it's big... it can't ...come out........ Everybody [has episiotomies]. ...Yes [for all their deliveries]...
...[This lady] two sides because the first one, cut the right, and the second one cut the left.
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...[But] they thought the doctor helped them, assist them ...it's easier to deliver. ...They all had 
stitches. And this one got the trainer to stitch for her, it took V/2  hours. ...But she got an 
injection... (laughs). But, it didn't work already! Yes [it was painful], it didn't finish yet. And the 
nurse told her, persuaded her ...'oh, just, you know, pretend"'. (Duan, Pan, Pirn)
In Chapter 5, it was explained that in the past, it was not the norm for young women to go to 
hospitals for pregnancy because it was not perceived as a medical condition, and Grandma 
Chom could not understand why women want to go there these days. The archaic practice o f 
hanging upside down and slapping the newborn was also reported in the modern-day. Young 
women described postnatal treatments, routines and education undertaken while in hospital:
"[Hospital postnatal practices included using a light] to dry the vagina ...very hot ...till it's dry.
...And she also got vitamins, to eat in the morning and ...evening, and ...para tablets........Till they
left the hospital. ...[At] about 10 or 11 o'clock the baby got washed. And [staff would] teach 
them how to feed the baby and how to take care [of it]. How to get our ...breastmilk to our baby. 
.. How to clean the cord. How to ...hold ...the baby while [it] gets washed. And before she left 
the hospital she ...watched the [education] video..." (Duan, Pan, Pirn)
It had been observed that there was now a government hospital outreach program, and young 
women had participated. This included postnatal follow-up for mothers, a vaccination schedule, 
and an education focus in the home. It was perceived and explained that ideas about pregnancy 
and work in this day and age were different:
"No way (laughs) [women nowadays don't work when in advanced pregnancy]. ...It's to do with 
laziness. If they have to go to work, their excuse is that they cannot carry their heavy stomachs 
around." (Grandmother Chom)
Some exceptions to the general themes around hospital births were noted. Still, today, a few 
older women did not believe every woman needed hospital care, only those who had 
complications.
Institutional Responsibility, Ritual, Power, and Compliance in Birthing
It was said that “ all”  women now go to hospital, as they feel confident in medical care. 
Empowerment was reflected within the older women’s homebirthing through participating in 
the rite-of-passage in a way that respected their freedoms. Taking care o f oneself was important 
in those days. Rather than women, families and communities being autonomous, self-sufficient 
and independent as they had been with birthing and care in the past, modern-day discourses 
revealed that power, control and decision-making were relinquished to institutions, there was a 
duty o f care -  the responsibility and capacity for ‘ safe motherhood’ was with hospitals, doctors, 
nurses, the government:
"In the old days, it was not like this. Now ...as soon as you know you are pregnant, you go and 
register your pregnancy ...with a doctor, so they can take care of you. When you are going to 
deliver, you ...deliver with them, let them take care of you. After one month, you go get a 
vaccination. That's how it is. ...I did not ...register my pregnancy anywhere. I registered it with 
myself (laughs). ...They go to the hospital now. ...The doctors are good, the medicine is good. 
...That is what women want ...and they have money. We have to pay a little bit. Also, the 
government takes care of us." (Grandmother Bua)
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"[Things] have changed..........After giving birth in hospital, a nurse will come and take care of
everything for us..." (Grandmother Chit)
Similarly, some key informants stated that nowadays the “government” and the “ministry” Took 
after’ the population. This seemed to be contested space, where a view was put forward by 
some informants that women, couples and families needed to “take more responsibility” for 
their health and care (LO/TW). Some acknowledged that personal agency had been removed by 
institutions to some degree. Older women spoke about young birthing women as dependent and 
weak -  women were not as brave or independent as in the past, and had also become more 
fearful. Nowadays, it seemed expected that women comply with medical procedures ‘for the 
well-being’ of themselves and/or their babies. It became apparent that safety rhetoric was 
sometimes used to play on women’s fears, to justify medical intervention, or to frighten women 
into complying with doubtful or even harmful medical rituals. Rituals were determined by 
healthcare personnel, and a certain mystery surrounded many of them. In order to avail 
themselves of medical care and assurances, conformity to medical stipulations was necessary -  
women must comply with ‘prescribed’ directives such as pregnancy monitoring, and often did 
so without question:
"If there are any problems ...see the doctor ...go ...often. He says that if not, and anything goes 
wrong, he is not responsible and can't help." (Aunt Tip)
From the birthing narratives it was found that during hospital births, women had little or no 
power to determine who was to be present. In a hospital, it became an institutional decision, 
and the policy of banning a support person, in most hospitals, was one of the main constraints 
commented upon by young and older women. Some key informants also wanted the policy 
revised. Despite the availability of medical and nursing services in the modern-day, a support 
role for husbands and family was still envisaged. Some women compared their home and 
hospital birthing experiences. Aunt Tew said people at the hospital were “very kind to me”, 
however, there was something more meaningful about being at home with family. The lay- 
midwife was also preferred for providing emotional support, along the lines of a modern-day 
doula.
"...[Women] want the ...nurse and doctor ...to take care of them ... and their mother and husband 
[also] ...to support..." (Aunt Daeng)
"[No, her husband was] not allowed to go in there........not in the... delivery room. ...Yes, he
wanted to come ...(all laugh) yes, they wanted their husbands to go in ...with them. ...So he 
would know ...how hard the women have to [labour]." (Duan, Pan, Pirn)
"...In the past... [a labouring woman's] husband was with her too. ...[Now] the women deliver at 
the hospital [alone]." (Aunt Tew)
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Disempowered ethnic minority women birthing in beneficial upright positions were told in 
hospital it was unsafe for their babies if they did so196. These women, birthing instinctively had 
been labelled ‘problematic’. It is interesting to contemplate how this practice became declared 
unsafe -  for the convenience of attendants, or because the practice represented ‘tradition’ in a 
‘sophisticated’, ‘scientific’ world:
"The Hilltribe [women] ...don't just, lie down... they always ...do the [squatting] position... 
...[But] it's not ...[a] safe position for the baby..." (Aunt Daeng, a nurse)
Significant traditional rituals had been discarded in the modern-day birthing environment. In 
the past, placentas were often kept in a particular fashion, but many older women observed this 
practice was not maintained:
"...These days ...when they deliver a baby they don't keep anything, they just throw everything 
away..." (Aunt Paw, Karenni)
It was reported (and noted during field observations), that the movement of labouring women 
was unnecessarily restricted, where little freedom was afforded to move around, assume various 
labour/birthing positions, or to avail themselves of complementary therapies. The discourses of 
women indicated they thought of these practices as ‘old fashioned’, when contrasted with 
modem medical technology, pharmaceuticals and behaviours, such as birthing supine in a 
hospital bed.
Antenatal Care
Some women in the past had taken pregnancy care from lay-midwives. Aside from getting 
advice, more direct actions were reported, and these occurred in a local home, on a needs basis. 
While antenatal medical care was unusual in the past, nowadays it was routine; was perceived to 
be acquired early in pregnancy (even from conception); and was more widely available. 
Additionally, ANC was discussed mainly in the context of hospitals, rather than in primary care 
settings, however, informants were more likely to refer to health centre-based ANC. Screening 
procedures were reported, as recalled by young women, eg blood tests (for thalassemia, HIV), 
urine tests, vaccinations; otherwise their recollections were dominated by a lot of non-specific 
“checking”. Some key informants spoke of elements of ANC at length, and the majority 
believed screening had made a large contribution to reduced morbidity and mortality. 
Nevertheless, ethical concerns were expressed (Section 7.4.5).
Grandma Chit also believed pre-conception care was important:
196 This is an example of fetocentrism, that prioritises the baby over the woman’s autonomy, reinforcing 
the idea of the woman as ‘the incubator’, a gestational carrier, although there is a technical problem also, 
as birthing supine can impede oxygen supply to the fetus compromising safety (see Chapter 3), not the 
converse.
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"It would help if before becoming pregnant women would check their physical health. This is for 
their own safety." (Grandmother Chit)
Older women from various groups, observed that young women go to hospital “ immediately”  to 
seek medical care:
"[Nowadays] since the first time [women] know they are pregnant they go to the hospital to ask 
the doctor to take care of them." (Aunt Htee, Karen)
Nowadays, pharmaceutical medications were available, even for morning sickness, which 
previously, was left to resolve spontaneously:
"When [women] first become pregnant, they get morning sickness. ...You have to go see a 
doctor... [he] gives you medication... [He] has medication ...for any little thing." (Grandmother 
Chom)
"...Nowadays, as soon as they get pregnant, they ...take supplements, this and that." 
(Grandmother Chom)
Even though some women spoke o f intrapartum medicai causes for maternal deaths decades ago, 
many said attending ANC could prevent deaths. Nowadays appointments were available 
regularly and often, and close monitoring by medical specialists was believed beneficial and 
thought to prevent problems. Some women noted doctors’ appointments “ every week, or two 
weeks” :
"...Nowadays if the pregnant woman goes to see the obstetrician, she will be taken care of very 
well ...from then till shell deliver. ...The mother and her child will be looked after closely and 
continuously." (Aunt Mai)
"I recommend pregnant women ...see the obstetrician regularly in order to get good and close 
care." (Aunt Phet)
Aunt Dta had only attended hospital i f  she thought there was a reason to, now she agreed ANC 
was necessary for prevention and treatment reasons:
"[To prevent maternal deaths I think women can] go to a hospital, a place where they have 
studied this directly. ...But I didn't go. ...We would go [only] when we felt pain or thought we 
had to go. ...Sure ...it is necessary to go [to hospital], because they can prevent many things. 
...Go get treatment for various things." (Aunt Dta)
Women believed ANC had eliminated pregnancy problems, and that surveillance made birthing 
easier and safer:
"No [women don't get pregnancy problems nowadays]. ...[Pregnancies] don't hurt because 
...they get frequent check-ups..." (Aunt Dta)
Older women and informants noted that technology was increasingly employed by doctors in 
the antenatal period for diagnosis and information:
"...People will go to see the doctor ...even though they are [only] a little bit sick or have pain. 
...When they get pregnant, they will go ...to check their health and the baby's... too. And they 
know ...[its] gender... after they are pregnant ...2-3 months. But my generation would [only] 
know ...when the baby came out." (Grandmother Tong)
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Doctors were the most frequently preferred pregnancy caregiver:
''[Nowadays] the doctor will take care during pregnancy, and check the ...baby when he is in the 
stomach. Each pregnant woman will have their own doctor..." (Aunt Tew)
Grandma Yai observed that modem women did not work physically hard like she and her peers 
had when pregnant:
"[Now women's work is] not hard because they work for a factory or for her own business, she 
does not work as a farmer like [I did]." (Grandmother Yai)
Grandma Long commented that there were now community volunteers to advise pregnant 
women. Aunt Paw observed healthy pregnant women nowadays, and improved sanitation from 
40 years ago:
"...These days when she looks at the young women... as soon as they get pregnant they go to... 
get medication ...and they ...look ...very healthy, not like ...in those days. ...Life was very difficult 
...the lifestyle was dirty... [too], but these days ...life is ...easier ...yeah ...in those times there was 
no toilet as well ...this time [is] cleaner and healthier, like that." (Aunt Paw, Karenni)
Decision-Making on Birthplace and Determinants of Hospital Birth
Overwhelmingly, older women thought the majority of young women prefer to birth in hospitals 
nowadays. These days, it was stated, “all” women go to hospital, but exceptions were also 
discussed. Some older women’s daughters, daughters-in-law, granddaughters or 
granddaughters-in-law had birthed at home, some at clinics or hospitals.
Many older women perceived an increase in fear around birthing in the modern-day, and 
thought this was a factor motivating young women to birth in hospitals. Hospital birthing was 
perceived to be the convenient option in terms of access, and for other reasons such as obtaining 
necessary equipment and supplies. While the experience of birthing pain in the past was 
acknowledged, it was also seen to be a normal part of the process, whereas nowadays it was 
perceived as undesirable and unnecessary, and medical “help” was sought to avoid it. These 
days, hospital birthing was generally considered economically sound, believed to be free-of- 
charge or covered under the lObaht UC scheme. Older women’s discourses revealed the belief 
that doctors possessed superior knowledge, and formal tertiary learning was highly esteemed. 
Not only was medical care thought to be superior to nursing and midwifery care, ‘the more the 
better’:
"The thing that can help prevent ...[pregnancy] problem[s] is going to the hospital often and 
getting frequent detailed check-ups on one's pregnancy." (Grandmother Chit)
Technology, Procedures and Screening
Hospital medical care (i.e. ultrasound) offered the opportunity to know the baby’s sex in 
pregnancy, and could ascertain fetal positions (replacing midwives’ tactile skills):
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" [ I  think women prefer to birth in] hospital, because they get to see the doctor when pregnant... 
furthermore she knows the [baby's] gender... when she is in the 5th-6th month..." (Aunt Rat)
"...Now [women] have to go to hospital. ...[There] ...they ...do an ultrasound and see what 
direction the baby's facing." (Aunt In & Mun)
Hospitals offered technology, monitoring, and screening, and the doctor was the authority:
"...After giving birth ...the doctor will see whether the baby is normal or not, whether any 
diseases have come in." (Grandmother Chit)
"...Now it's OK if the period is late, they know whether she is pregnant or not..." (Aunt Rat)
Women deemed hospital births better because o f surgical practices such as suturing and 
episiotomy:
"...I heard that at the hospital they do suturing. ...[I suppose] the hospital is better because they 
do suturing." (Aunt Dam)
Equipment and Pharmaceuticals to ‘Save’ People, and Make Birthing Easier
Many women believed all modern-day pregnancy inconveniences and birthing complications 
could be resolved by hospital-based medical care and technology. ‘ Life-saving’ treatments 
included caesarean, vacuum extraction, episiotomy and analgesia. Women’s and informants’ 
discourses reflected a belief that doctors could relieve women’s sufferings:
" [I  think women] who have difficult births should go to hospital, because... if the baby does not 
come out, the doctor can help." (Aunt Tip)
It was believed that i f  birthing complications occurred the doctors or nurses assisted, as they had 
equipment -  technology could also make birthing easier:
"...The [young women] all say, now it's very convenient, to deliver in hospital because [you] get
looked after by the nurse, and doctor........ [They] like ...to deliver [there], because if the baby is
weak, or sick, the doctor can assist them, if they deliver in the village, [and] the baby is weak or 
[preterm] ...[it] will die, because nobody ...can assist... but, in hospital, they have lots of 
equipment, many ...nurses, to assist the baby." (Aunts Htoo Naing, Mei San, Eh Win, Karen)
"...Nowadays, [women] want ...modern doctors, to help [with birthing] ...because they are fully 
prepared with everything. It is also easier ...not so painful, let's say this." (Grandmother Sri)
Since labour pain was viewed as undesirable, medicated birthing seemed common nowadays:
"...[Before]... there was no, injection ...epidural, but [now] there is a lot of them." (Aunt Daeng, 
a nurse)
Women exhibited trust in modem medicine, thinking nothing could go wrong, i f  it did, 
problems were fixable:
"...There are so many medicines ...these days ...nothing could go wrong. ...Even if it [does], 
there will be a hospital and, yeah [they have medicines to help]." (Aunt Paw, Karenni)
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Hospital births were thought better and easier thanks to pharmaceutical management -  women 
did not have to rely on ‘primitive’ methods anymore147:
"...I think it is easier to give birth in the present....... because they deliver with the doctor..........I
have heard that doctors give injections of medicine to help mothers give birth easier. I think 
giving birth in the hospital is better ...[because] ...the doctors try to help... don't need to pull the 
cloth... like me." (Aunt Dam)
"...Because she got medication at the hospital, she felt, much better [than after homebirth], and 
...also she did not loose her appetite [as previously]..." (Ah Ta Ru, 36ys)
Hospital births were thought safer and protective:
"[To prevent deaths] ...go to the doctor in hospital. ...If there are any problems, you have to go 
to hospital immediately." (Aunt Mook)
"I think pregnant women should give birth in hospital [nowadays]......... Even though it is more
expensive, I  think the safety of mother and child is more important." (Grandmother Chit)
Lack of Midwifery and/or Community-Based Care Options
Several older women commented that since there are no midwives to provide services anymore, 
modem women use hospitals for birth and medical care in pregnancy. A few informants 
referred to midwifery-led care outside the obstetric-led or nursing care models (excluding lay- 
midwifery). Midwives had been trained in the past, as part o f a maternal and infant welfare 
program, however, as largely poorly-educated rural women, they had become subordinated and 
subsumed within ‘professional’ nursing (Muecke &  Srisuphan 1989).
Women reported knowledge, skill and service losses, explaining why they thought modem 
women wanted to birth in hospitals -  there were no longer midwives to provide care. However, 
some older women sensed a desire for midwifery care, and choices were seen to be limited since 
community-based midwifery services did not exist anymore:
"There aren't any [midwives], anymore. ...Midwives need to have certificates [nowadays]. It 
cannot be like before..." (Grandmother Bua)
"[...Mothers want to birth in] hospital ...[because] we do not have any midwives in the present 
time..." (Grandmother Tong)
"[In my day, women wanted to birth] at home [because] there was a midwife who could look 
after [them] and it was convenient. ...Because now there's no midwife ...[women] have to go to 
...hospital." (Aunt Mai)
Some women observed that no-one learns midwifery now:
"[Nowadays] there are more hospitals and doctors... [But] ...this community has no midwife...
...Nobody has gone to learn how to be a midwife now........ Times have changed." (Grandmother
Chit)
19 The ‘traditional’ method utilised in Thailand of pulling on a suspended cloth has been reinvented in 
the western world (see Chapter 9)
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Additionally, some women thought midwifery care had been undermined by a perception of  
hospital/medical/academic supremacy:
"[Women nowadays] ...go see a doctor [for birthing care], way over there. ...They would ...only 
see a doctor..." (Grandmother Bua)
In the modern-day, no professional homebirthing care was available, so if women decided to 
birth at home, they had lay assistance -  Aunt Paw (a Karenni) had helped her two daughters 
who had homebirths. Most women had no option but to attend a facility -  usually a hospital:
"[Nowadays] if you are talking about coming to their house, there isn't any[body who does 
that]..." (Aunt Dta)
Other Reasons
Older women contended that women having difficult births would be better off in hospital:
"...For some women [birthing] will never be easy... so hospital is her choice." (Aunt Htee)
However, some older women did not think everyone needed to be in hospital, and believed 
some women still want homebirth, where they recognised some advantages:
"...Only those that are really ...in great pain or having problems, will go to hospital otherwise
there's really no reason to .........Most of them are born at home [these day] ...[because women]
go into labour quickly -  prefer to deliver at home, just, when ready -  just deliver." (Grandmother 
Sook, Mein/Yao)
In women’s discourses hospital birthing was often associated with urbanity, modernity, and 
cleanliness. For some women it seemed a status symbol o f sophistication. The influence of 
‘snob-value’ and popular consumer culture were noted:
"It is very popular nowadays to deliver at hospital... The rich people stay in ...VIP rooms while 
the ordinary people stay in shared rooms." (Aunt Tip)
One couple explained perceived reasons for people wanting hospital births pragmatically, 
regarding citizenship:
"[Women prefer] hospital, and in the [refugee] camp, they prefer to birth at the clinic. ...The 
ladies said it is safer, and the men say ...the babies are registered at the Thai hospital ...[so] they 
can become ...Thai citizens." (Aunt Paw & husband)
Box 8.1: Free-List: Perceived Factors Motivating Hospital Births (Women 
Respondents)______________________________________________________________
■ High prevalence of birthing fear
■ Belief that medical education and care is superior
■ Perception of easy birthing
■ Convenient (access, other)
■ Desire for and belief in the necessity of technology, procedures and screening
■ Care and outcomes are hospital responsibility
■ Financial incentives
■ Belief that hospital birth is safer -  will prevent deaths
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8 Availability of equipment and pharmaceuticals
■ Belief that hospital can provide comfortable -  “pain-free” births
■ Lack of maternity care options eg midwifery-led birth centres or community-based 
care
■ Cosmetic/aesthetic reasons (can acquire caesarean)
■ Symbol of modernity, sophistication, status
■ Believed Thai citizenship obtainable for baby of non-Thai parents
■ If/when anticipating a complicated birth
■ Perceived to be superior to out-of-hospital birth.
8.2 Changing Expectations, Attitudes, Beliefs and Practices
Older women cited many changes in birthing care practices. Besides those already reported, 
other significant changes were noted in terms of postnatal yuu fai, the substitution of herbs with 
pharmaceuticals, and modem-day dietary practices.
Yuu Fai in the Modern-Day
As in the past, many older women still believed that properly undertaking yuu fai was important 
for good health, and that postpartum women should observe it, or would suffer “long-lasting” 
health problems, illness, aches and pain. Some older women attributed their current good health 
to participation in the practice. In the early years of hospitalisation, it seemed that yuu fai was 
practiced to some degree, upon hospital discharge, but this lessened in popularity. Modem 
interpretations and means of conducting yuu fai had been devised, but these did not appear to be 
widely-used:
"The young generation cannot do like mine. They have many complications if they yuu fai. But if 
they wear a fire suit, they would be able to walk and it's easier... don't need to sleep near the ash. 
...[This] is an item of clothing that holds three cans of ash and charcoals in the front and another
three ...on the back. So the mother can go anywhere......... They can walk or move with [it]...
...[Hot] charcoals [are] kept in the cans, wear that suit all night and it's changed if it burns..." 
(Grandmother Tong)
Some older women lamented the abandonment of yuu fai, blaming a variety of ailments and the 
perceived ill-health of young women, their inability or unwillingness to work, on not 
undertaking it:
"If you do not [yuu fai\, it is not good. Youth nowadays ...two days after giving birth are able to 
drive already. They are not afraid of bad smells, like before. Afraid of ...having abnormal periods. 
...[However] they are often in pain because they do not take care of themselves. ...You don't 
have to go far. Go see ...N. Since she gave birth, she has not worked. You cannot just do 
nothing, people are hard-working. But now she has sore shins ...legs. ...Because she did not yuu 
fai properly..." (Grandmother Bua)
"...Women nowadays, when they have delivered in hospital take modern medicine... but not all of 
their smelly fluids has been discharged, right? It creates infection. If they get a bit cold, they go 
pale and their lips go green and they get sick. ...When they see rain, they get cold and quickly 
rush indoors." (Aunt Tip)
"...Some mothers cannot yuu fai because they will have numbness or headache. In the past, 
mothers... never felt uncomfortable or had a fever. I still have good health until now. ...When
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my daughter had a baby ...she would have a headache if she lay by a fire. ...She did not sweat 
like I did so the toxins did not get out from her body. It made her feel faint, gave her 
palpitations and headache. The young generation do not do as we did in ancient times because 
they do not have time for this, some of them worried that the ash from the fire would make the 
house dirty..." (Grandmother Tong)
Many women described their postnatal practices as “taking care o f’ oneself, and commented 
that young women rarely did this:
"We took care of ourselves. ...That is how it was. ...Now, if it rains just a little bit, nobody wants 
to work, they just sleep (laughs)." (Grandmother Bua)
"...After they have given birth, [women] no longer bind their stomachs... Nowadays, no-one does 
it. They do not have the headwrap, either." (Grandmother Sri)
Modern Nutrition and Pharmaceuticals
Older women still acknowledged the interconnections between food (and other things 
consumed), and health. In the past, Elders and lay-midwives were viewed as the custodians of 
knowledge about healthy foods, and some older women still believed this. Many older women 
had followed food guidelines in pregnancy and the postpartum, restricting certain foods. 
Postnatal diets were quite different nowadays, and it seemed that hospital practices had taken 
precedence. Older women observed dietary restrictions had now been abolished:
"When [women] come back from hospital, they eat anything, any vegetables ...meat. ...These 
days, [they eat] a lot ...that is ...much easier." (Aunt Paw, Karenni)
Conversely, these young women believed in restricting foods in pregnancy for a different 
reason:
"...All of them take herbs, to make the baby small (laughs) ...and they believe it's true... it's easier 
to [birth]. ...In the last month before giving birth ...they just keep themselves ...[don't eat 
much]..." (Duan, Pan, Pirn)
Many women believed herbal infusions, traditional medicines and other beverages and foods 
consumed in the past had beneficial effects on breastmilk supply and quality. Since 
breastfeeding was not seen to be essential nowadays, and there were medical warnings about 
some traditional foods, some beliefs and practices had been discarded:
"...I ate naam phu to make the baby stronger......... But now the doctor said [it] can make the
baby have yellow skin. ...[Mothers nowadays don't drink it] not at all." (Grandmother Yai)
Women in the past had worried that the food they ate might affect their babies, but now it was 
perceived that modem women do not worry. This may have been related to the perception that 
women do not breastfeed as much. Some older women still advised their daughters to follow 
traditional dietary practices to ensure adequate breastmilk, but some believed in modem 
medication.
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From reports and field observations it seemed that modem hospital practices did not support the 
WHO’s Baby-Friendly Hospital Initiative (BFHI) in spite o f a high coverage o f hospital 
accreditations in Thailand. Some women said they had little breastfeeding support while in 
hospital, and it seemed common for babies and mothers to be separated rather than rooming-in:
'"The baby is stiil [kept] in the nursery room. ...Tney just give the baby to the mother ...all day, 
but at night they ...take ...the baby away..." (Aunt Daeng)
Several women noted negative changes from “ development”  in the environment and agricultural 
practices (eg use o f insecticides) affecting food quality and women’s health:
"Now it's all modern, and there is more pollution, we did not have pollution in the past ...planted 
without pesticides, now the vegetables are not safe to eat... All is polluted, the river ...the air. A 
lot of dust too because everything has developed." (Aunt Rat)
"...The food nowadays is not the same as before. They put chemicals in things ...fertiliser, 
pesticides. In the old days there was none of that. ...See, that is why they have to ...see the 
doctor [frequently]!" (Grandmother Bua)
While older women reported the prolific and routine use o f herbal therapies (while 
pharmaceuticals had been taken rarely in the past), it seemed that modem pharmacology had 
largely replaced these:
"...Nowadays, they have medicine. ...They don't [consume herbal or vegetable teas] anymore." 
(Grandmother Bua)
Several women thought herbs were still good “ medicine”  for improving general health, and 
some still collected forest herbs to consume:
"[For improving women's health] herbal medicine is the most important factor to me, nothing
better........ It can enrich your health... [herbs] such as plai, Kaffir lime, pepper, nut grass198, all of
these are medicines. ...Chilli, ...Borneo camphor, ground together ...made it like a tea." 
(Grandmother Tong)
8.3 The Promise of Safety
Safety discourses dominated responses (from all groups) on modern-day hospital birth:
"[Women now prefer hospital birthing because it is] safer for the mother and child." (Aunt Mai) 
"[Hospital birthing is] ...comfortable ...convenient and highly safe." (Aunt Paa)
Discourses also incorporated narratives o f risk and fear, and these, along with a perception of 
safety in hospitals, were seen as powerful motivators for institutional delivery:
"...Mien [women] all go to the hospital [for birthing], nowadays. ...They want to be safe." (Mun, 
39ys)
Modern-day technological innovations and the availability o f medical care -  doctors, nurses, 
surgical intervention, were thought to have brought safety:
19x Nut grass is yellow nutsedge.
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"[I think modern births] are ...safer in every way. ...If the baby is not coming out, they help by 
performing a caesarean.........[Nowadays] we have modern equipment." (Aunt Tip)
Modern-day women reportedly wanted doctors and nurses to attend their births, and this was 
believed to be for safety reasons. Aunt Mook expressed confidence in the care given by her lay- 
midwife in the past, owing to her ‘experience’ and ‘knowledge’, however, presently she 
believed the care of doctors was safer because of their high level of formal education. Many 
older mothers recommended hospital births for reasons of safety and peace-of-mind:
"...Nowadays, [birth] is easier, safer, because the doctors are highly educated." (Aunt Mook)
For the prevention of maternal deaths women recommended hospital births and prenatal checks. 
Older women recommended pre-conception checks, ANC and monitoring for safety. Aunt Paw 
thought camp-based refugee women preferred to birth in clinics, because they believed this 
would be safer. However, informants reported different perspectives in some camps, where 
women had refused clinic births.
Grandma Sri considered and compared:
"...[Birthing] is ...safe, nowadays. ...Better than before. In those days, it was risky. If a woman 
had a difficult delivery, had labour pains for a long time, it was dangerous." (Grandmother Sri)
Popular culture portrayed hospital and medical birthing as safe, but a few older women 
remained unconvinced and somewhat sceptical:
"[The young generation] ...want ...a doctor [to attend births]. ...I don't know [why]. They say 
seeing a doctor is safe." (Grandmother Chom)
Some women recognised that the potential for birthing complications was still present in the 
modern-day. However, it was thought that if there was danger, modem medical equipment 
and/or surgical intervention would be utilised:
"[Before my first birth] I thought, what would I do if [the baby] did not come out? ...If it was the 
hospital you would have a caesarean [nowadays]. ...[The lay-midwife] would help... but ...she 
had no equipment like the real doctors [now]." (Aunt Tip)
"...[We were sometimes] scared [birthing] would [end] like others (laughs) scared it would be 
dangerous. ...I think [it still happens that women who cannot deliver are in danger]... Yes, it 
does." (Grandmother Sri)
Fear in the Modern-Day
Birthing fears were discussed by all respondent groups. Older women spoke of modem 
women’s perceived pervasive fear and its effect. Rather than being afraid of hospital birthing as 
in the past, the opposite was now true, according to respondents. Women chose hospital 
birthing due to fears around pregnancy, delivery, complications and homebirths:
"Now, [women] go to hospital for delivery. They're afraid, nowadays." (Aunt Htee)
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"...Mothers are afraid, .. My daughter was afraid about delivery at home, so she had to go to
hospital..........If she has a contraction or pain, she is very afraid about everything.............It's
different........ [We used to] think [birth was] normal ...now must go to hospital, and the women
fear ...delivery, fear ...pain." (Aunt Tew)
"...Most women fear delivery... a difficult delivery ...[an] abnormal ...baby." (Aunt Lek)
Specialist attention was purported as one perceived antidote to fear:
"Some women are afraid of pregnancy and delivery. Therefore we should consult and learn from 
specialists..." (Aunt Noi)
On the contrary, a few respondents thought there was freedom from fear nowadays:
"I think [modern deliveries are] good and not scary anymore..." (Grandmother Long)
"...Women should give birth in the hospital because it ...puts one's mind more at ease." 
(Grandmother Chit)
It seemed from narratives that fear also influenced women’s birth attendant preference -  doctors 
rather than midwives:
"Now [women are] afraid; they don't go for a village midwife to help at delivery." (Aunt Htee, 
Karen)
Older women believed that young women feared problems if they birthed with a lay-midwife:
"...Even if there [were lay-midwives], they would not be used, because women would be afraid 
they could not deliver properly. ...What if there was an accident during delivery..." 
(Grandmother Bua)
There seemed some discrepancy in views about familiarity with caregivers. In the past, women 
had been fearful about care from ‘unknown’ doctors, whereas now, there was a perception that 
familiarity was not as important to young women as the caregiver’s professional status. 
However, for some young women, familiarity with caregivers was important in choosing their 
birthplace:
"She prefers to give birth in this hospital, because it's nearby her family, and they knew her, the 
nurses..." (Pirn, 33ys)
All respondents agreed that utilisation of medical care is higher now than previously. Some 
older women believed anyone could have a caesarean if they were fearful. Differences were 
noted between birthing fears expressed in the past, and those of the modern-day. Fears 
expressed in the past were mostly related to social insecurity, and morbid outcomes, the 
experience of pain was more predominant in the modern-day. Notwithstanding, it was thought 
that some women still fear hospitals, and would prefer alternatives -  and midwifery care. Aunt 
Dta recounted normal birthing fears, but perceived a lack of social support in modem birthing 
for counteracting those:
"[Yes, during] my first [labour], I was afraid. [But] they would sit at my side [and talk]... You 
don't see that now." (Aunt Dta)
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Older women thought young women did not respect or fear things that were feared in the past 
(eg bad odours, consequences o f not doing yuu fa i), and their health suffered because of it. 
Apparently, young women were no longer afraid that foods eaten might harm their babies:
"...[While breastfeeding] we ...worried our baby would have a stomach ache. Nowadays they are 
not afraid of anything at all." (Grandmother Bua)
In contrast with beliefs o f the past, it was perceived that modem women were afraid o f hard 
work in pregnancy:
"People nowadays are afraid to work hard ...but the old people say if you [do] it's an easier 
birth..." (Mun, 39ys)
Trust and Belief
Even though Aunt Paa thought both young and older women preferred midwives, women’s 
discourses about birthing care in the modem-day, indicated their trust was largely in the medical 
establishment -  hospitals and doctors, and some demonstrated absolute trust:
"...My grandchildren were born [in hospitals] and I had no worries. If we go to hospital.......see
the doctor, everything is ok." (Aunt Dta)
Many women observed that young women trusted doctors in the modern-day:
"...These days, women, when they are pregnant ...go to hospital ...regularly ...and they ...trust the 
...doctors." (Aunt Paw)
"...These days, women want doctors........ It is like they trust the doctors more, because a lot of
medicines are available." (Aunt Om)
"[Women] don't ...do their own delivery [now because] ...[the midwives] are afraid and 
...pregnant women ...are afraid as well. ...[They're afraid of] not feeling confident, you can't see 
the future, leave it to the doctor then (they feel more confident with the doctor rather than the 
...midwife)." (Aunt Htee)
This preference was reiterated by informants, and it was stated that “women who have money 
want private care” (KH). KH also believed continuity of care was desired by urban women, 
however, this was generally only available from private obstetricians:
"Rural women don't care who does the delivery (a doctor or nurse), urban women want 
continuity of care from antenatal to delivery, so they choose a doctor." (KH, Clinician/Academic)
Additionally, despite extra costs and inconveniences, some young women expressed beliefs that 
tertiary-level care was better than local hospital care. Key informants also reported this:
"...She thought ...to go to the [City] hospital, because she thinks that in [City] hospital the nurses 
there ...take good care, better than [local] hospital." (Duan, Pan, Pirn)
Older women discussed how postnatal care had changed, now trust was in hospitals rather than 
in traditional knowledge and practices:
"[Yuu fai\ is not the same at all (laughs). [Women] eat whatever they want. ...They do not
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listen [to Elders]. They believe the hospitals. ...It is not the same as before... (quiet). ...[It's] 
not good at all. Nowadays... whatever we eat smells bad. ...They don't listen to anything the 
older people say [anymore]." (Grandmother Chom)
In the South, it was reported, women still trusted the skills o f local lay-midwives, and so did 
health centre staff. Since nurses were de-skilled, they did not feel competent in midwifery 
practice anymore:
"...In the South ...when we ...try to improve the quality of the deliveries, we ...make them deliver 
in the [facility] attended by the nurses, it turns out that our nurses in the health station ...don't 
really know how to deliver ...anymore, because it used to be, [that women] delivered at health 
stations, district hospital, but now [most women] have only one or two kids, so they don't want 
to be delivered [there] so they come into the [city] hospital... to get good care, but for these 
...Provinces they still deliver at home with their traditional attendants, and ...all of the nurses at 
the health centre said '...all of these TBA they deliver better than ...[we] do', so ...at the health 
station they don't want to do it ...[but, we said] 'this delivery should be under your supervision, 
even [if] you don't do [it], let the TBA do [it], but if there is any problem ...postpartum 
haemorrhage, or failure... of labour, then ...you have to refer them...'" (LA, MOPH)
This trust that women had in lay-midwives, was used to encourage facility births, where 
reportedly, midwives (and pregnant women) had been given gift incentives for hospital birthing 
(ST).
Resources Access: Improvements and Inequities: Population Groups with 
Significant Health Challenges
Older women and informants commented on several access barriers in the past that were now 
resolved. ‘Free’ health and medical services had expanded, and most women now lived in 
closer proximity due to urbanisation. Some older women thought modern women have 
“ everything”  for birthing nowadays. Some ethnic minority women said they had interpreting 
services in hospital now, however, these were not official medical interpreters but auxiliary staff 
or ‘ friends’ . Access to certain resources had been limited in the past. Hospital and/or health 
centre access (in the broad sense) had been poor in some areas when older women had birthed. 
Similarly, access to doctors and pharmaceuticals, and services use was limited by financial 
constraints in some cases. However, access barriers still existed. Compared with the past, most 
women thought having babies was more costly, people needed more financial resources and 
preparation than previously:
"...It's different [now] ...it [was] normal ...easy, but now ...people ...must spend a lot of money, 
...to prepare ...for the baby ...especially the ...diapers ...things to use ...and must be prepared 
before delivery, but in the past they didn't use ...so many things. ...Now ...we must use a lot of 
money for ...everything." (Aunt Lek)
”[In the past] ...we ...did not need to pay for treatment after delivery like the present time..." 
(Grandmother Tong)
Health services access can still be problematic in the modern-day in some areas o f the country, 
and particularly for some minority groups. This was as issue o f concern, noted by informants, 
where some provinces o f the Northern and Southern regions were believed to be disadvantaged.
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Geographical, cultural and language barriers were evident. Additionally, KS believed there was 
a ‘brain-drain’ or ‘d rift’ o f quality health personnel to the private-sector leaving less dedicated 
personnel working in the public system.
At the provincial and district levels, data from the Kanchanaburi Demographic Surveillance 
Study revealed large disparities in birthplace within Kanchanaburi Province199 (Tables 8.3 &  
8.4). Provincial-level as well as district-level data, showed higher homebirth rates, and lower 
rates o f private facilities use compared with national rates (Table 8.1). The differences in socio­
economic position between the Northern highlands and more urbanised Southern districts was 
notable (IPSR 2001), and ethnic minority groups populate the Northern highlands, potentially 
contributing to the observed differences.
Additionally, wide variations in birth attendants can be seen between districts in Kanchanaburi. 
Overall, nurse-midwives were the main attendants at 49.1%. This varies from national data 
where doctors were the predominant attendants (Table 8.2). In the Northern highlands districts, 
the predominant attendants were lay-midwives (TBAs) at 42.9% and doctor-attended births 
were comparatively low (12.1%). The Southern highlands districts and Eastern districts were 
similar with most births attended by nurse-midwives, followed by doctors. The Southern 
district stood out, as having a large (and highest) proportion o f doctor-attended births (42.9%). 
In general, there were a large percentage o f births in the other/unknown category, possibly 
attended by another health worker, a relative or self-attended. It is unclear whether these 
observed variations reflect differential access to health/medical services, and/or whether 
preferences for attendant vary among these population groups. It is likely a combination o f both 
factors.
Loss of Holistic, Culturally Appropriate Care
Respondent discourses indicated hospital delivery meant non-participation and minimal 
information for the woman herself but also for her family. Birthing had become ‘mystified’ , 
lonely, hidden:
"She doesn't know [what to think of modern births](laughs). ...As soon as [women] go into
labour... they go into the labour room, and you don't see anything........they're on their own...
They ...[take] the baby ...wash it, then watch the mother, and they all come out of a different 
room... so we don't know what's going on in there." (Aunt In)
"After [my baby] came out, I don't know what they did..." (Mun, 39ys)
Some older women noted that traditional practices had been abandoned now that births occurred 
in hospitals:
199 Kanchanaburi province is located in the Central region, bordering Myanmar (Burma).
-  207 -
B
y 
Y
ou
rs
el
f 
O
th
er
/U
nk
no
w
n
na
 
11
.5
na
 
7.1
na
 
18
.1 00
s na
 
8.
5
r*iOO<N
IO
*-
1»
£
V-
3s
&
10
.2
67* CM ro
rn
o
£
iJ
C
'>©
o.
1
•o
g C ctfz ctfz ctfz
3
X!MCMXuc«
*
a
1
i
1
49
.1
37
.9
54
.5 oo
in 47
.4
_c 1 fN CM
«■o3
■M*-
<
5  
2  
CQ
>»i»3
JE
flü
06
a\<N
Oc
■>o
£
3X)cöc  r 'eö Jo
CM*
1
Q
•3
jjj
"ab
2
<nCM
O
*C
c/55
COT33
j2
Xfcfl
s
X
ocCM fN"S'
X
tj x  öO o t:o 3O 3O
■n a l Z OO tu inH —< rj cn
PTo
CS
CO
s
o
o
ü
C /3
"5cS
§
5^
T3
tu
CD
%
&0
C O
Q
'S
I•s
ÜO
1
s
o
JJ
.2
P
2
:?
-a
E
h3
§T3
<D
I .
■5 :=
< s ;  =3
; 5 h J E
S z < !  s
I i es p e
k  £
(N  X>
CO O
3 y 
> a 
S .I
T3
oco<N
"Now ...if they deliver in hospital, [the placenta is] not under the step, and the bamboo isn't used, 
and ...it's different, herbs ...are not used... that practice has finished..." (Aunt Lek)
While in the past these practitioners had played an important role in birthing support, spirit- 
doctors could not help anymore:
"...Nowadays the spirit-doctors don't know how to [fix birthing complications] anyway, they don't 
know that kind of magic anymore. ...[She knew] two old spirit-doctors, who in the old days, 
knew how to do that, but now they don't [because] now they don't have home deliveries." (Aunt 
In)
Conversely, one key informant thought that awareness and tolerance o f some meaningful, 
harmless practices had improved lately:
"...Right now, I think, when [women] give birth ...in hospital maybe, the traditional belief ...start 
at ...home, when the postpartum women ...go back home ...yeah like a mix, between ...the
information ...from the professional, and ...from the significant others........Right now, ...the nurse
in hospital, she knows a lot about spirituality ...now we ...allow the women to... [use] ...the string 
...this ...helps her to push, that's ok ...or, the holy water that, not harm ...the women and the 
baby, that's ok, we understand, about spirituality." (MK, Academic)
It became apparent that for women from ethnic minority groups (migrants, refugees, “ Hilltribe” 
women) who often lived in less accessible or remote villages; distance, language, cultural and 
financial barriers persisted. It was reported that some women still homebirthed, for some, 
because o f financial constraints, and quick births, they don’t have time to get to hospital:
"...In the villages, far [away] they still have deliveries in the home." (Aunts Htoo Naing, Mei San, 
Eh Win, Karen)
"The Akha women, have ...more ...homebirths. ...There's one ...that [birthed] at ...the 
intersection, right in the middle of the road, last year..." (Mun, 39ys)
"...She can speak [only] some Thai. ...[Hospital] was ...very expensive ...she could not pay all her 
bills, and ...she was ashamed by that." (Ah Ta Ru, 36ys)
For rural women there were still significant costs associated with facility births even though 
hospital costs might be minimal. Travel costs and relatives’ lodging and board expenses were 
explained:
"...In hospital ...women who deliver ...don't have to pay, but relatives, or, people who come and 
look after her ... [even] travel from their village to town, have to pay ...for food, for a room... 
everything, everything costs..." (Aunts Htoo Naing, Mei San, Eh Win)
It was reported that Hilltribe women (in rural areas) did not attend health facilities for ANC, and 
only sometimes for birthing, and these women sometimes faced the condescending attitudes o f 
health professionals:
"The Hilltribe [women] ...come ...for ...delivery ...every Hilltribe [woman] ...want to do that sitting 
or squatting..." (Aunt Daeng, a Nurse)
Many o f the young women interviewed demonstrated a keenness to leam about birthing, but had 
limited opportunities, as preparatory classes were not available in the smaller towns. One key 
informant with experience in this area (KS) also thought that access to parenting classes was
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limited to those “with good [socio-economic] backgrounds, ...who have high education, ...who 
can afford it”, and that even though in some hospitals partners were being encouraged to 
participate in birthing, it was “unlikely they would prepare men to be with their wife...”.
Adolescents
Many informants expressed concerns over current adolescent health issues. TN discussed his 
earlier research in “HIV/AIDS behavioural surveillance”, and reported that adolescents were not 
always taking care of their sexual health:
"...We found a lot of problems, with behaviour-change ...a problem for adolescents ...they have 
...multiple [sex] partners ...and unfortunately ...they do not use a condom the whole time, [then] 
if you have a problem with HIV, STD ...unwanted pregnancy, this can lead to unsafe abortion." 
(TN, Epidemiologist)
TN asserted that improvements were needed in maternal data in order to prevent mortality:
"...We have to separate, the female groups like adolescents who are pregnant, adult pregnancies, 
and old age pregnancy, because we have different causes of death for these three groups... 
...For the ...young or older age pregnancy ...the problem may not be because of ...health services 
...because of access, but may be caused from unwanted pregnancy, and in Thailand abortion is 
illegal... [If] ...they want to, terminate the pregnancy they have to go to the ...illegal [provider] 
...and then they got haemorrhage or septic problem, so for this ....group we have to improve, the 
health facility, but we have to manage the problem of how to avoid or ...reduce unwanted 
pregnancy, and how to deal with the illegal abortions." (TN, Epidemiologist)
Many informants acknowledged the largely young, female, migrant population, and a need for 
good RII care, but the difficulties of access. There was some disagreement among respondents 
regarding adequate access to RH services for adolescents in general. However, there was 
agreement that unplanned pregnancy was common:
"...We don't have a problem with access, but I think that people are not aware and they are not 
prepared to use family planning, and this is the emerging issue ...among teenagers, that they 
have unplanned pregnancy, and because they have unplanned coitus ...they use emergency pills, 
they did not plan to have a family ...to have sexual intercourse, so they were not thinking about
using contraceptive^] on a regular basis....... they just have casual sex, that's a serious problem."
(KS, International Organisation)
RL told of a local initiative on teenage pregnancy, where a district hospital implemented a 
project to study the socio-demographic characteristics of these mothers, in order to determine 
the “high-risk groups”, and aim for prevention. It was reported that teachers and students talked 
and learnt together about life-skills, nevertheless, RL said this program suffered due to a lack of 
personnel, and poor-quality in some schools. RL also stated the importance of using available 
data to inform communities and families, so that they might “know their problems”, and “work 
together... [to] try to solve [them]”. She espoused the philosophical principles of ownership 
and empowerment, and expressed a belief that her role was that of an “advocate”, where “I have 
to ...talk a lot about this, ‘it’s your problem, your kids’ problem... we have to teach them...’” 
RL also spoke of her work monitoring health promoting hospitals, where standards were in 
place for ‘community feedback and participation’. She spoke passionately of her belief in the
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process o f collaboration between health promoting hospitals, local authorities, and the 
communities:
"...You have to work, with them, not work for them ...not force them to work with us more, but
you have to work with them equally, this is ...the concept." (RL)
RL thought that nowadays the social situation and influences on adolescents were “ very 
different”  compared with the past. She thought that exposure to these influences was out o f the 
control o f parents or adults, as were young people when socialising. She also perceived that 
parents spent more time working in current times, which had a negative impact on youth. Social 
capital/protective factors, “ social immunity” , was recognised by RL. This was the way she 
described the connections:
"...My feeling ...is that, right now the parents have to work more, because of economic problems, 
so, they have less time to take care of their children, because, if the family is strong ...it's the 
social immunity ...I can say right now the young ...when they go out from home ...from school 
they have less immunity, so, that's why they use ...high-risk behaviour, like sex, ...smoking, but I 
don't have any statistic on this, but it's like it's all over the world, I mean like, drugs, alcohol, 
smoking, so, the family connection is [an] important factor because the family have to be ...the 
role model ...for them, and, not only the families ...the school because we have to ...try to, 
emphasise life-skill training, for the teacher, so that the teachers can teach, the students, about 
...life-skills ...there's basic life-skill, and general life-skill, so that they can have self-esteem 
...critical thinking many things, but, the most important is ...decision-making, this is the skill that 
we have to teach them ...because we cannot control them everywhere ...even the mother or 
fathers, they have to decide by themselves, they can ...the world is very open now." (RL)
When discussing these social changes with regard to adolescent sexuality and pregnancy RL
stated:
"...It's about unsafe sex ...unplanned sex, and so we have to work, harder, in the students ...in
the young..........It's not like in the past, in the past [if] you have sex before you are matured it's
something that [was] forbidden ...now ...it's very open ...the media, the internet, many things! 
...TV, movies, the newspaper! ...Even cartoons, special cartoons ...from various sources, from 
Japan, I can say that... (laughs)." (RL)
Several informants described forthcoming decentralisation changes to funding structures, where 
they believed the provinces and municipals would be able to target resources more effectively 
locally. Some thought this approach would be better for health promotion including adolescent 
health programs aimed at improving the “ quality o f life” , and for the prevention o f social 
problems such as unwanted pregnancy:
"...And that will be good for, the new idea, for health programfs], because ...in the past 
sometimes they have ...[a focus on] the ...curative ...treatment, but from this ...new system [it] 
will be prevention, health promotion, [that] must [involve] the community, and ...other factors, 
so, the direction of health service will be changed." (LO)
RS had many years experience working with youth in the North-western border-area. She told 
o f the difficulties faced by young people -  both girls and boys, in accessing essential resources: 
basic education, good nutrition, basic healthcare and treatments. She described some o f the 
health challenges in the area: malaria, malnutrition, difficulties in retaining health personnel:
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"...It's very hard, because they don't have enough food to eat, they just eat chilli; chilli, chilli 
...and ...find some fish from the river, and ...put ...salt to preserve the fish and, just eat a little bit, 
to cook with the chilli, one small fish ...and put ...some vegetables, but at that time when I went 
there in the dry season, just ...something stick in the bowl, a little bit, and the vegetables that 
they eat with this chilli ...very old, very tough. Very dry. So because they ...have no job ...they, 
have no money ...they just find vegetable ...fish from the river, to eat. ...In the rainy season it's 
time to be very happy for them, many vegetables grow by themselves ...naturally on the 
Mountain, mushroom, bamboo shoot or vegetable." (RS)
Informants expressed the view that unwanted pregnancy among adolescents was a major and 
increasing problem, especially among urban dwellers in the North, and there was a perception 
that many teenagers were having unsafe abortions. It was believed that a high proportion of 
maternal deaths in women <20 years (and >40) were due to unwanted pregnancies and unsafe 
abortions resulting in haemorrhage or septicaemia. Teenage pregnancy was believed prevalent 
among Hilltribe populations, and there was believed to be a high risk of trafficking and 
exploitation among border youths. Informants perceived that few work or education 
opportunities in the village meant that most young people migrated to the cities, where they 
could be vulnerable to exploitation, although some knew of rare scholarship opportunities for 
girls. Among other initiatives, adolescent peer-training had been conducted for sexual health 
education, however, there was believed to be a general lack of research and information on 
teenage pregnancy.
Apparently, many urban-going teenagers worked in restaurants or shops, but were content to do 
“any work”. One village girl’s story of exploitation was as follows:
"...One young girl that I know ...from the village, she used to work in Chiang Mai, and she didn't 
get paid ...she got [paid] but [not the full amount], so ...she doesn't know ...how to find 
somebody to help her, and she can't go anywhere, because she doesn't know the place, she has 
to wait for her relative to come and, take her back, and now she come back again, but stays 
[here] [she doesn't] go far to Chiang Mai, stay[s] ...and works for 2,000Baht a month in the, 
shop, and she comes with her friend ...she didn't come, alone. Because she is afraid..." (RS)
Migrants
Inequalities were clear from a review of indicators comparing ethnic minority groups with the 
Thai population (Chapter 2). As in other contexts, unique health concerns and healthcare needs 
exist for minority groups in Thailand. Many informants were working directly in the fields of 
migrant, refugee and ‘Hilltribe’ health. Women from some of these groups were also 
interviewed. Together, data sources enable some description and understanding of specific 
issues, and these are outlined in the following sections, many supported by the literature 
(Chapter 2).
Box 8.2: Free-List: Perceptions of Key Informants on Issues affecting the Health 
and Well-Being of Migrants_________________________________________________
1. Poor factory working environments affecting health (eg eye strain, long working hours) 
(MS).
2. Disruptions to services and programs (NGOs/CBOs) due to funding issues (PH).
 ^1 ^- z. 1 z, -
3. Difficulty acquiring good data on health, mortality and morbidity, which could facilitate 
effective prevention (MS/LS/JK).
4. Multiple health services access barriers eg financial (including costs of migrant worker 
registration, transportation, and for healthcare if not registered) (MS/PH), distrust of Thai 
health staff (LS).
5. Inappropriate services contributing to poor utilisation and exacerbating poor migrant 
health (persistent/high morbidity), including discrimination (“foreigners invade our 
country”, “they don’t obey... keep getting pregnant”), poor staff cultural competence (eg 
women feeling embarrassment, “treated like animals”), absence of communication 
materials in suitable languages (RL/JK/LS).
6. Security concerns for registered and unregistered migrants eg harassment at checkpoints, 
extortion of bribes (MS/DT/PH).
7. Contractual employment, in some cases no maternity leave (MS).
8. High rate of induced abortion (PH).
9. Safe abortion too expensive (LS).
10. Septic abortion believed to be the highest cause of mortality among young migrant 
women, but goes unreported (NT).
11. Women beg TBAs to induce abortions (PH).
12. Abortions induced by various methods, but rates among migrant women reportedly 
reduced after 2004 (PH).
13. Lack of adequate contraceptives information and counselling in mainstream health 
services following post-abortion care (LS).
14. Perceived attitude: “don’t care” about having unprotected sex (PH).
15. Adolescents’ negative attitudes towards contraception/condoms -  may also be related to 
gender inequalities (VW).
16. Trainers afraid to teach health workers about misoprostol for PPH management, fearing 
misuse for inducing abortions (PH).
17. High usage of emergency contraception (PH).
18. Financial constraints eg registration costs, taxes to Burmese government (MW/MS).
19. Other environmental constraints eg water and sanitation, electricity (PH).
20. Contraceptive adopter “rewards”, “more children is more work for health authorities” 
(JK).
21. Inequities between registered and unregistered migrant workers (MS).
22. Lack of health and other data, especially ascertainment of deaths (LS).
23. Invisibility -  little if any ethnicity data i.e. Thai/non-Thai (LS).
24. Language barriers and literacy/numeracy skills in some cases (RS/MS).
25. Better collaboration needed in service provision (government/Agencies etc)(MS).
26. Gender issues: lack of female autonomy in decision-making eg FP (PH).
27. Birthing not medicalised, little perceived need for medical care (LS).
28. Nature of (factory) living environments affecting health (eg water and sanitation problems 
causing skin infections) (MS).
29. Malaria -  still a problem in select populations on the border -  not a priority in general, 
poor data (NT).
30. No capacity for family life when working/living in factories (MS).
31. Contractual employment allowed to work up to 6/7 months gestation -  implications for 
ANC access (MS).
32. Imprisonment of pregnant woman (DT).
33. Uncertainty in government processes for registration of migrant workers, policy changes 
not well communicated (JK).
34. Taxes in Burma and Thailand (MS).
35. Factory workplace policies negatively affecting healthcare access (eg long working hours, 
minimal leave, inflexibility regarding day off) (RS).
36. Interpreting services in health facilities (where available) were sometimes poor-quality 
(MS).
37. Other health services discrimination eg long waiting times, inflexible timetabling (service 
restrictions on particular days), treatment delays (caesarean) (RS/MS).
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38. Employers not supportive of employees accessing healthcare, refusing to display services 
information at the workplace (RS/MS).
39. Large female workforce, implications for gender roles and exploitation (MS).
40. Women partners of male migrant employees -  limitations on healthcare access (PH).
41. Believed to be low health services coverage of non-registered, “illegal” migrants -  “about 
10%” (DS).
42. Ambiguous policy on healthcare provision to migrants, and lack of co-ordination between 
Departments (Health, Labour, Interior)(KS).
43. Difficult access of/to highly mobile workers (MW).
44. Migrant healthcare scheme doesn’t work -  too expensive for employers, especially for 
small-scale seasonal/transient agricultural workers (MW).
45. VBACs by migrant women, as choose to birth out-of-hospitals (LS).
46. Issues/impact of internal migration/mobility on ANC/birthing care and follow-up (BL).
Aside from the issues specific to migrant workers, there were others relating to remotely­
residing populations, and these are often marginalised ethnic minority peoples.
Issues Affecting the Health of People from Ethnic Minority Groups and Remote 
Communities
Informants outlined resource assess problems experienced by people from ethnic minority
communities and those in remote areas.
1. Significant access barriers to education/primary health care services; economic 
disadvantage (RS), distance (sparse PHC)(RS), waiting times (MS), costs of transport/time 
(RS).
2. Remote locations combined with lack of infrastructure eg roads, communications (RS).
3. Slow rate of general development, inadequate water, sanitation, electricity (RS).
4. Lack of quality data on minorities (MW).
5. Stereotyping evidenced by perceptions that maternal and birthing problems exist because 
“they don’t use family planning” “they still have TBAs” “they don’t go to hospital for 
anything” “they ...[don’t] reason” (RL).
6. Vulnerable to exploitation/being trafficked into sex trade, if migrating for work (RS).
7. Underage marriage in girls in remote border areas (15 years) then early pregnancy (SP).
8. Some villages have no young people because of economic migration (RS).
9. Low women’s utilisation of health services due to disrespectful treatment because of Thai 
language deficit. Now more bilingual health workers (RS).
10. Medical literacy issues if health personnel communication ineffective (RS).
11. Ten years ago (mid-1990’s) some training for village headmen about birth (MW).
12. Health offices in remote locations -  however, mostly male personnel (MW).
13. Resource stress on referral hospital -  no additional resources to address problems of 
remoteness eg women with high-risk pregnancy transfer to hospital at term. Additional 
costs for refugees, migrant workers (MW).
This informant observed ‘development’ efforts:
'...Our... government tries to help ...to support the villager ...but, not enough. Because so many 
[challenges], not enough. But, I think it's better than 10 years ago ...so when I went to the 
village I can see, they have developed ...but not enough.' (RS)
Refugees
Thousands of refugees reside in western border-area camps (TBBC 1996). Health services are
largely provided by international NGOs and others, in collaboration with government public-
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health services. Key informants and other sources highlighted specific RH issues for refugee 
women (Chapter 2). A high rate of adolescent pregnancy and associated complications eg PTBs 
was perceived (AS/SS), while in general, contraceptive prevalence was lower than for 
mainstream Thailand (Sangelek 2002). Literacy rates were perceived low among these women, 
and health problems such as malaria and anaemia were more prevalent (SS)(TBBC 1996). Data 
sources indicated lay-midwifery skills, and the importance of their support were not always 
recognised by camp personnel (LS)(KWO 2005-2006). A lack of flexibility, sensitivity, 
integration of support persons, was reported in camp clinic services, and it was thought this 
contributed to low utilisation (LS)(KWO 2005-2006). Lay-midwives were reportedly excluded 
by withholding equipment from them, and were blamed if problems occurred, while women 
choosing to homebirth and their attendants suffered retributions (LS). Issues were believed to 
have developed due to a clash of ‘birthing cultures’200, where birthing medicalisation -  from 
home-settings with lay-midwives to clinics with ‘professional’ staff, was not always desired or 
accepted by women (LS)(KWO 2005-2006). There were difficulties in transporting referred 
women with complications out of camps in the rainy season to Thai health services, due to poor 
roads (AS/SS). Lack of appropriate counselling (and sometimes fully-informed consent) were 
also reported at Thai services, contributing to social discrimination and exacerbating poor health 
of migrants and refugees (Belton 2005).
‘Enlightenment’: New Knowledge/Awareness in the Modern-Day
While older women had often completed minimal if any school education, women nowadays 
were educated to a higher level. A few women commented that there was more access to 
general, as well as health education:
"...Their children, they have school, a clinic, health educators, and weaving training, they have a 
lot here, and many different kinds of training also ...compared to ...the past, a lot of 
improvements ...they have learnt a lot." (Aunt Om)
At first, hospital birthing was unheard of, but women spoke of a new ‘consciousness’ regarding 
medical services and hospitals. They had not known about certain things in the past, but felt 
better informed nowadays, were now aware, and thought it safer to go to hospital for birthing 
despite access difficulties:
"...A long time ago people just [birthed] at home they didn't know about the hospital, but when 
they found out about the hospital, they thought it was safer." (Mun, 39ys)
Informants also spoke of heightened awareness:
"[Women now] know that it's good to deliver in hospital." (NK, Nurse)
Grandmother Long believed in empowerment through the education of mothers to improve 
nutrition and health. Women believed that “checking” procedures undertaken by health
200 Western biomedical model and social view of birth.
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professionals imparted knowledge on labour, and recounted that in the past, that knowledge 
wasn’t available:
"When women arrive at the hospital [nowadays], the doctor or nurse will check the opening of 
the vagina. ...[In the past the lay-midwife did not check this]." (Aunt Tew)
Similarly, key informants believed that health professionals had more knowledge in the modern- 
day.
Education/Learning, Knowledge, Experience in the Modern Era
In the past, women had made choices about their birthing attendant and birthplace based on 
various factors. The experience and knowledge of the attendant were important factors in this 
decision-making process (Chapter 5). It was found that women’s opinions differed regarding 
the most reputable and trustworthy sources of knowledge, definitions of knowledge, and how it 
was most effectively acquired. In the past, the most frequently cited source of credible birthing 
knowledge had been the lay-midwife, along with traditional doctors, and spirit-doctors if 
necessary. Women reported a loss of these knowledge sources, as well as their forms of 
knowledge. Elders, husbands, parents, relatives, and ‘popular’ knowledge had also guided 
women’s practices and behaviours in the past. There was a marked change in women’s beliefs 
around appropriate knowledge sources for informing antenatal, birthing and postnatal care. It 
was clear that medical knowledge was now more highly esteemed and trusted. Many older 
women commented that nowadays women did not believe in or follow the traditional postnatal 
practices of yuu fai, believed to aid the new mother in recuperation after birthing, as women had 
done in the past:
"...Nowadays, they bathe often. ...Three days after women give birth, they get dressed up and 
go out already (laughs). ...I did not go anywhere ...stayed home..." (Grandmother Chom)
While many older women still believed in past practices, they also said women should follow 
medical advice in the modem-day. This showed that birthing was a site of conflict between the 
traditional and modem. Findings indicated women of all ages were negotiating ways around 
these conflicts in attempts to reconcile their beliefs and practices.
Differing forms of education were also raised during interviews. Whereas in the past formal 
education was not a significant factor influencing birth attendant decisions, in the modern-day, 
tertiary learning was venerated. It was thought that women nowadays ought to learn from 
hospital staff‘experts’, and this involved various learning methods:
"They learnt ...if they give breastmilk to their baby ...it's prevention, no ...breast cancer, and not 
too fat, and our uterus stays in the same position. ...She reads ...in her [baby] booklet." (Duan, 
33ys)
Many women stated that the young generation do not listen to their Elders, do not believe in 
traditional knowledge, or respect these practices, but trust in medical knowledge from hospitals:
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"...Now mothers are always sick after giving birth. ...They do not take a rest for a month like I 
did. They go to work 2-3 days after giving birth. ...Work for industrial factory. ...Yes [I have 
advised young women] but the new generation didn't listen to me; they will eat everything they 
want to. I told them to be careful about food. ...They are not healthy like my generation was." 
(Grandmother Yai)
"[Nowadays, after birth] I see them ...they eat everything. Some people take care of themselves 
like I did, not eating [certain foods]. ...Some people [believe], yes." (Aunt Dta)
Some city hospitals reportedly offered antenatal classes for pregnant women and their partners, 
but these were not available in rural areas;
"...Now ...there are some hospitals ...in [Northern City] they even have courses, for husband and 
wife ...so the husband knows what's going on, and what happens." (Kim, 21ys)
Knowledge was now acquired through media (television, internet) and community 
announcements:
"[Now in our community we] have good communication. ...We can teach them........She knows
everything, like everything ...the government says ...they have ...the ...big, loud speaker, and 
everyone knows ...what's going on, in this area ...they have TV ...internet." (Aunt Daeng)
Some participants spoke about village health volunteers who teach mothers, believing training 
and education, and community outreach by hospital personnel, was an important innovation:
"...Now there is the [village] health ...volunteer... to advise the mothers in all villages." 
(Grandmother Long)
"Things have changed a lot and I think now is better........ There is a follow-up program for the
mothers after parturition........[They] do not need to see the doctor because the hospital will send
people to check the health and problems that happen with mother and baby, and now they also 
have a time schedule that reminds the mother when she should go to hospital to meet the doctor
or when the baby has to have the vaccine....... [This has been since] I had grandchildren. About
1987, 19 years ago. ...I feel it is good to do this because the government knows how important 
parturition is, and gives education to the mother..." (Grandmother Long)
It became apparent from narratives that there were still inequities in acquisition o f knowledge 
and education eg Karen women had heard of caesareans but had no knowledge o f the 
mechanisms (anatomy/biology).
The Superiority of Formal, Institutional, and Medical Learning
Compared with the past where experiential knowledge was highly regarded, now formal 
institutional learning was paramount. Traditional knowledge was regarded as inferior to 
modem medical knowledge:
"They have everything nowadays [for birthing and infant care]. ...It's good. ...Nowadays there 
are lots of medicines that can help us with everything..." (Aunt Dta)
There was a belief among women that doctors were better than midwives and nurses as they had 
more knowledge, and were “smarter”. Several young and older women believed doctors were 
more intelligent, and had superior skills and experience:
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"...If [women] deliver in hospital, it's good... because ...the doctor ...has more knowledge ...than 
...the midwife." (Aunt Lek)
"[Women think] the doctor is ...more skilled, has more experience than the nurse." (Duan, Pan, 
Pirn)
Contrary to their views in the past, several women now believed doctors’ care was superior and 
safer because of their high level o f formal education:
"[Women prefer] the doctor because he graduated." (Aunt Tew)
Reminiscent o f ‘doctor knows best’, Aunt Rat resolutely stated that doctors ‘know’, in spite o f a 
potential error of judgement/diagnosis in her own experience:
"[Women nowadays prefer the doctor because] he knows the process about delivery. Like when 
I delivered my last child, I almost had to deliver by caesarean but the baby came out before he 
decided to do that." (Aunt Rat)
"[To ensure health, pregnant women should] do everything as per the doctor's suggestion." 
(Aunt Rat)
Women perceived that because o f doctors’ intelligence, women can birth without pain:
"...For sure [things have changed]. ...I see my daughters and my daughters-in-law going to 
hospital for all deliveries now. ...They don't have labour pains for a long time, like in the old days. 
...If they are in a lot of pain the doctors can block [it]... and they give birth with no pain. ...I 
think now it is better... There are many doctors. [They] are smart..." (Grandmother Sri)
Aunt Dta had followed popular belief on how to experience ‘easy birthing’ and achieved this, 
however, she now acceded to medical care where ‘academic’ knowledge was paramount. 
Discourses illustrated a lack o f belief and trust in, or awareness o f women’s innate birthing 
knowledge, and ability to birth. A risk-averse approach was now apparent, in favour of modem 
medicine:
"[Women now] prefer to ...birth in hospital........Because the women don't know, they don't have
medicine, and are worried that if anything goes wrong ...they couldn't do anything. ...They prefer 
to go to the clinic, so if anything goes wrong [there is help]." (Aunt Om)
A change in the personal belief systems of older women around birthing care was evident from 
many narratives. Now midwifery knowledge had been usurped:
"...[In the past I wanted] the village midwife [to help me birth]. ...[In the present time] I think [I 
would have] the doctor ...because we do not have any midwives now and the hospital is 
eminent." (Grandmother Tong)
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8.4 Birthing Pathology
‘Saving’ Lives
Women acknowledged that birthing in the past could be easy for some, but difficult for others. 
All interviewee groups demonstrated belief in modem-day hospital care in the event of 
complications. The perception was that no matter the problem, doctors could prevent mortality:
"...[Giving birth in hospital] ...is good in every way... They have treatments for aches and fevers 
and everything. ...No [doctors never make mistakes]. ...There are none. ...No matter how 
difficult, they can always help." (Aunt Dta)
Women concurred with the view of informants, that medical expertise, and hospital equipment, 
were able to save lives. Women attributed fewer maternal deaths to medical care and 
knowledge:
"...Now...... the doctors are smart, and we do not lose people." (Grandmother Sri)
This informant believed that life-saving technology, equipment and skills were more readily 
available:
"...Now I have two obstetricians ...and, also we ...catch up with new knowledge ...information... I 
think it's better, we have ...medical instruments, for example, the ultrasound machine, the fetal 
monitoring machine... Now I think ...my caring of labour and delivery is ...[of] a satisfactory 
standard. ...Yes [these machines assist with diagnosis] also I have two paediatricians, to care for 
the newborn, we have the newborn ICU and also a respirator, and many, many other equipments, 
so ...our neonatal death rate is decreasing." (KT, Obstetrician/Health Administrator)
Modern Beliefs About Women’s Health, Reproductive Complications and 
Adverse Health Outcomes
Older women shared their views on women’s well-being which indicated a mix of ‘traditional’ 
and biomedical paradigms. Nowadays, besides herbal medicines, “injections” and “medicine” 
were believed important for women’s health. Older women communicated a few ideas on the 
prevention of certain complications. As explained earlier, staying home and doing yuu fai was 
believed important for health. Many women thought “doctors” and “hospitals” -  ANC, 
“checks”, could prevent maternal deaths and ensure safe births. Pharmaceutical medicines were 
also believed to prevent complications nowadays:
"...These days, [women] don't ...[yuu fai\......... Heat... the breasts.......... They don't do that
anymore... because there's a lot of medication ...available, [not] many things go... wrong ...[no] 
problems, because medication is ...good." (Aunt Om)
In the past, people believed in the natural physiological processes of birthing, breastfeeding, and 
postpartum healing. While complications were acknowledged, there was a pervasive perception 
that pregnancy and birthing were most often normal and healthy, whereas modern-day 
discourses indicated a disease-oriented view. Older women’s and informants’ discourses 
revealed there was often an expectation of pathology. Additionally, women seemed to have
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little belief in the physiology o f birth -  essentially, women’s bodies were ‘defective machinery’ 
and often could not function properly without medical help. However, Aunt Tip thought rural 
women were ‘ tough’, and didn’t have birthing complications:
"Nowadays, when women start labour pains, they go straight to the hospital, and deliver [there]. 
But we are in a rural area, I don't know how they are going to get there. ...Women who live in 
the countryside ...when they get pains, they deliver themselves. ...In our village, you have to 
take care of yourself. In the hospital, the doctor takes you to the nursery. ...If you have any 
complications, it is better to be in hospital. In the rural area, like us, we don't have any 
complications, none at all." (Aunt Tip)
More broadly, one older woman recognised RH issues affecting youth -  illic it drug use, unsafe 
sex, teenage pregnancies, unintended pregnancies, and induced abortion, and many informants 
also discussed these issues:
" I f  the wife and husband are ready for having babies, I think there is no problem, but if the 
mother is a teenager and has an unexpected pregnancy and she has to abort or give birth but
does not take care of the baby... this will be a big problem........ I f  they are not ready they can
prevent [pregnancy] by using contraceptive[s]. But ...teenagers or someone who is not ready 
...and gets pregnant, maybe from not protecting themselves such as using amphetamines, 
narcotic drugs or having unsafe sex, this can make problems for that baby in the future, such as 
orphans." (Grandmother Long)
For newborns, birth asphyxia and preterm birth were discussed in detail by many informants as 
significant contemporary problems, and some women had experienced these. Obstructed labour 
was still thought to occur, and caesarean was purported as the solution. Women told o f known 
peer deaths from retained placentas and/or haemorrhaging, and some spoke o f abnormal blood 
loss during their own reproductive experiences (Chapter 5). Several ladies thought modem 
hospital birthing and doctors’ skills, meant less bleeding nowadays:
"When [women] ...birth [nowadays] there is not as much blood ...because once the baby is born, 
the doctor cleans everything. When [women] leave hospital, they can sleep easy. ...The doctor 
drains all the blood so when they get home, there is no problem." (Grandmother Chom)
Some older women acknowledged haemorrhage still occurs, although most o f those believed 
pharmaceuticals and doctors could ‘save’ women, while informants discussed PPII as the 
persistent leading cause o f maternal deaths:
"[Women] want to go to hospital ...because ...the doctor will do everything for [them] such as if 
the mother has bleeding the doctor will take care and clean..." (Aunt Tew)
" If  [women] are haemorrhaging, there is medicine to prevent [it]... When we deliver... we do not 
know if we will haemorrhage ...so there is no prevention, just solving it when it happens." (Aunt 
Tip)
Medical care was now recommended by older women (and informants) for avoiding and 
managing complications, preventing death and morbidity. Whereas in the past, women had 
been quite likely to attribute adverse outcomes to cosmic forces, in the modern-day, causes o f 
complications and death were viewed in a biomedical pathophysiological framework. ‘Karma ’, 
‘merit’ , ‘ sins’ , ‘ luck’ were factors affecting death in the past, and therefore there wasn’t much
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that could be done if it was “time”. While it was reported that family and/or lay-midwives had 
been proactive in procuring the services of spirit-doctors to address complications in the past, 
nowadays it was medical services, with “real doctors”, equipment and surgery that were sought. 
A defensive, risk-averse approach was noted in discourses. Fear was also reported as a 
‘complication’ of modem births -  people were worried about the potential for complications, 
and considered that if they were not in a health facility, nothing could be done. Many 
informants reported the expansion of primary care services and thought a good referral system 
existed for transfer to higher-level care, if complications occurred. Women recognised that 
adverse outcomes could eventuate wherever the birth occurred, maternal deaths in hospitals and 
cities were known. Some participants acknowledged that while hospital doctors could prevent 
some deaths, it was not always possible:
"Yes [I have heard of a maternal death], in ...Uttaradit Province. ...A mother gave birth at home
she didn't go to hospital. ...About 5 years ago. ...And the baby died after the mother........ I don't
know [the reasons] but I think there was a problem about bleeding ...couldn't stop bleeding. 
...The doctor in the hospital [can help] but I have heard about death while giving birth in hospital 
too... nobody can help." (Grandmother Tong)
"...In [Northern] hospital [a woman died] ...[the placenta] ...wouldn't come out. ...[And] 10 years 
ago ...her neighbour died because ...she got operation (caesarean) ...got bleeding, it wouldn't 
stop." (Pirn, 33ys)
The Marketing and Sale of Caesarean Birth
Most of the older women were quite familiar with caesarean birth. Perceived circumstances in 
which women might undergo a caesarean were, birthing complications201, maternal request (fear 
of pain), cosmetic/aesthetic reasons, fear of body changes/vaginal birth, belief in the superiority 
and ‘comfort’ of caesarean birth, institutional reasons. Other data confirmed that unnecessary, 
non-medically indicated caesareans occur (Chapter 2). Time pressures were evident in the 
context of modern-day hospitals, where it was believed, if a mother failed to birth within a given 
time, or was unable to do so, a caesarean would be performed:
"If [a woman] cannot deliver by herself, the doctor will do a caesarean..........The hospital will
caesar everyone..." (Aunt Tew)
It was believed that staff check labour progress, and a caesarean will be done if labour is not 
progressing as expected:
"...When the women arrive at the hospital, the doctor or nurse will check the [vaginal] opening... 
If it opens enough then the mother will get a natural delivery, but if ...not ...they will do a 
caesarean..." (Aunt Tew)
AS believed that generalised societal anxiety was prevalent nowadays. A prevalent fear of 
labour pain was perceived by both informants and older women. The problematisation of birth 
pain was evident in discourses and LB (a clinician/academic) had observed a change in
201 Examples given were slow progress of labour, breech presentation.
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women’s and partners’ attitudes towards pain. She also thought there was inadequate 
information available about non-pharmacological pain management (especially in private-sector 
care). LB believed that women associated vaginal birthing with pain, which was also associated 
with compromised safety. Caesarean, conversely, was associated with “painless” birthing, and 
improved safety. K.H reported some negative publicity around poor birthing outcomes which 
frightened women. VW thought older women negatively influenced women’s fears:
"We try to educate [women] ...labour and delivery is ...normal ...natural, but still ...they are
afraid........Fear ...pain, fear of, all kinds ...because they don't know, but also ...the old information
pass ...from grandma, or neighbour (laughs)." (VW, Academic)
One nurse respondent, said almost everyone ‘asks’ for caesarean because o f fear:
"...The mothers always ask for caesarean first. Because they are worried ...that it will be painful. 
...Every case, all, almost." (Aunt Daeng)
Women perceived caesarean birth as less painful, and discounted post-operative pain:
"...[My] sister-in-law ...had two C sections. ...It doesn't look very hard ...it's a 'no pain' thing. 
[She] was laughing all the way to the, delivery room (laughs)." (Mun, 39ys)
"[I think caesarean birth is] ...good, convenient, and not [much] pain. ...[It's] painful 
[afterwards], but ...there is an injection that ...can stop ...pain." (Aunt Daeng)
Aesthetics was cited by older women and informants as another factor influencing the perceived 
modern-day preference for surgical childbirth. Young women had cosmetic sexual reasons for 
wanting operative births:
"Some women might be afraid of loosening of the uterus ...then they choose caesarean..." (Aunt 
Noi)
"Nowadays, women prefer ...a caesarean ...because they worry about their figures. They call it 
'losing your figure'. Caesareans are more popular. [But] they are not cheap, you know..." (Aunt 
Tip)
"...Everyone asks for caesarean ...it's about the sexual thing, because when you deliver
...vaginal[ly] ...it's different ...it makes [the vagina] looser, so they worry about after........They've
been talking, a lot about caesarean ...it's [the] easy way, and there's no scar to see or anything... 
that's why they ask for ...caesarean." (Aunt Daeng)
It was perceived that women could have a surgical birth for tocophobia202, where life was 
increasingly medicalised:
"[Parturition] has changed like people will go see the doctor in hospital even though they are 
[only] a little bit sick or have pain. ...They also have surgery for mothers who ...are afraid of 
natural delivery." (Grandmother Tong)
Surgical birth was perceived as superior in modem times:
"...These days ...the operation, they think that it is like, advanced, and just like development, and 
they think that is good. And ...it [would] have been very good if they had [the] operation in 
those times..." (Aunt Om)
202 See definition and discussion in Chapter 3.
-  222 -
LB concurred, believing increasing caesareans were due to a belief it was “better” and “safer”. 
Caesareans also served the interests of hospital throughput and convenience for health 
professionals, where a nurse explained it was less demanding to care for post-operative women 
versus those spontaneously labouring:
"...[Women] ask for a caesarean, that's why they want the doctor . .(laughs)... From ...[my] side 
...it... [doesn't] take [as] long, for taking care of ...the patient..." (Aunt Daeng, a Nurse)
KH also perceived that doctors were women’s preferred provider so they could “ask ...for 
caesarean”, and she reported that in such circumstances, doctors had been known to falsely 
document a “medical indication”, “not the real reason”. Consistent with indications cited by 
informants, young women believed a caesarean would automatically be performed for breeches. 
Since infant mortality declines and perceived perinatal improvements, KS believed birthing care 
was “low priority” in terms of government policy -  little attention was given to care quality, as 
there was “no big concern”. Several respondents believed that the increased availability of 
caesareans had contributed to reduced mortality, and as part of a package of emergency 
obstetric care, played an important ongoing role. Respondents said this improved availability 
was due, in part, to improved health personnel skills. In contrast with ‘circumstances’ in which 
a caesarean might occur cited by women, informants explained reasons necessitating one203. 
Their comments indicated various contextual issues highly relevant to maternity services, and 
the health system more broadly, although the extent of evidence on which views were based was 
indeterminable.
Within minority groups, one older woman respondent had heard of caesarean, but did not know 
anyone who had undergone one. Some were baffled by caesarean ‘mechanics’, and this might 
suggest a lower prevalence among minority women:
"...Yes, she [has heard of operative birth] (women laugh). ...They [heard] ...from somebody that 
[had the] operation ...but they have no idea why or how (laughs). Never knew before... no idea. 
...Because if somebody in the village... got an operation to deliver... they really wonder ...how can 
you do [that]." (Aunts Htoo Naing, Mei San, Eh Win)
Indeed, key informants explained that inequities in access to caesarean surgery were apparent in 
Thailand, as in many countries, where the personal out-of-pocket costs were thought prohibitive 
for migrants (PH), thus in some cases treatment was reportedly delayed (MS). Conversely, 
many informants spoke about aggressive marketing of caesareans by private providers, where 
the ‘business opportunity’ was allegedly utilised, and well-off women could easily purchase 
operative birth. KS believed that private facilities “encourage” caesareans for financial reasons. 
VW explained a “pre-packaged” product offered under presumption of a caesarean birth:
203 Key informants were aware that a medical indication should exist for initiating this major surgery, 
because of higher risks and higher costs associated with caesarean births, but they were also conscious of 
debates concerning what constitutes a valid ‘reason’ eg debates on ‘maternal demand’.
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"...Sometimes in the ...private hospital, they give the package ...they have the direct-sell, like 
...you know, if you have a C-section... you pay, like ...25,000 ...for the ...whole series of admission 
like that, five days ...but ...it's cheaper, if you ...go by package, if it's normal labour you, pay, like 
this [itemised], this [caesarean package] includes everything ...attending ...room, board, 
everything........Just prepay the money (laughs)." (VW, Academic)
The influence o f private system care on caesarean rates was acknowledged by many participants, 
where some believed this was as high as 50-70%.
"...Before, about 20 years ago there is only the government hospital ...after that there came more 
private hospitals, and many people have gone to use [them], and ...instead of normal delivery 
sometimes they want to deliver by caesarean ...that's why the caesarean rate is high..." (PT, 
MOPH)
Notwithstanding, little data from the private-sector was acknowledged, and informants 
expressed concern, noting the inability to scrutinise outcomes. Some blamed the ‘western 
influence’ (specifically US and Europe) for influencing ‘maternal choice’ caesarean in Thailand, 
and believed specialist ‘efficiency’ was another factor:
"...What they're talking about is a fashion ...from ...North America and Europe, that allows the 
patient to, select their own delivery route, rather than ...medical indication." (AN, Obstetrician)
"[Caesarean is] like a trend ...people perceive that it's a trend that we should follow." (KS, 
International Organisation)
Additionally, informants believed that “doctors respond”, to consumer demand, particularly 
within the private system as explained:
"...These mothers ...compared to 20, 30, 40 years ago, they would have only one or two kids, per 
family [now], so they are very ...picky, where... and, how they want to be delivered ...so ...they
like caesarean ...don't want a natural childbirth, so our caesarean ...rate is up...... before the Safe
Motherhood Project it's below 10%, and now the national figure is around fifteen and certain 
[private] hospitals go up to 50, 60, 70... So ...how to make it more natural, whether it's needed, 
to be natural. We really don't have good evidence which way to go." (LA, MOPH)
Informed decision-making at personal and policy levels was believed lacking. This obstetrician 
believed consumers were unaware o f potential negative outcomes from caesareans:
“ ...It's easier ...to do caesarean ...than ...deliver normally -  for the doctor that is, but there's also 
more morbidity ...but the patient ...doesn't know that. So in fact, you have to ...educate the 
patient, as well as re-educating the doctor, to use the ...modern delivery, appropriately..." (AN, 
Obstetrician)
This respondent also perceived that the risks associated with caesarean in Thailand, were 
different to industrialised countries, and this was often unknown by women and health 
professionals:
"But ...risk in Australia, or ...North America is, less than the risk in Thailand ...the calibre of the 
surgeon ...the anaesthetist, the ...availability of, all the services, it's not the same ...but iveseem 
to perceive that ...whatever is done in the west, should be, done here, without, looking at the 
context. This, is part of the, education, we went to North America, and came back with these, 
ideas..." (AN, Obstetrician)
Another influence on caesarean rates was believed to be astrological predictions:
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"...Some people ...go to the fortune teller... and if they can give birth at this time, this date... your 
son or ...daughter ...will be great people (laughs). That's ...another belief. ...But ...if you don't 
have the money you cannot do it. Because you got to pay something ...if you go to the private 
[facility], it's ok [you can have this]. ...The right day and the right time..." (VW, Academic)
The financial implications of high caesarean rates for the government and health services 
providers locally were also recognised, as was postoperative recovery issues for women. 
Respondents recommended action and research on how best to inform women about “natural 
birth”, as well as “re-education”, and improvement of health personnel’s midwifery skills. LB 
thought there would be considerable value in integrating “traditional methods, or Eastern ways” 
(eg massage, yoga), to enable normal birth by assisting with labour pain. Others agreed that 
women needed to be informed and empowered for normal births:
"...Many years ...I talk about natural birth ...because I ...work in health promotion ...so 
empowerment is the main strategy, I like to empower the mothers ...the parents ...'you are, born 
to be a mother, you can deliver by yourself, not by the doctor...'" (RL, Clinician/Health 
Administrator)
Fears around vaginal birthing were also evident in the discourses of some obstetricians. This 
was particularly noted in their interpretations of the evidence on vaginal birth after caesarean 
(VBAC). The phenomenon of ‘normalising the abnormal’ was described, the common 
perception of caesarean as ‘normal’:
'...They will talk about natural birth like ...something strange........ But they talk about caesarean
...as something normal ...you can see that society now is ...very strange, it's strange to say 
something normal [is] abnormal. ...The world is weird today!' (RL, Clinician/Health 
Administrator)
Improvements in funding and specialist staffing were believed to have facilitated the purchase 
of more obstetric technology, which enabled more frequent fetal assessment, and rapid 
emergency caesareans, as explained by PP:
"...We have more, intrapartum monitoring machines, OK, so if we have electronic monitors... we 
can detect more fetal distress ...we have more anaesthesiologists, so we can have caesarean[s]... 
faster ...compared to [before]...". (PP, Obstetrician)
However, as in many countries, BL largely attributed unnecessary caesareans to over-diagnosis, 
increasing use of fetal monitoring without quality control:
'...With the control of quality and natural childbirth program ...the [US hospital] caesarean[s] 
come down, to 17-20% ...but in ...our Country, we [are] still busy, we use the technology but we 
don't have a way to control the quality, so with all this fetal monitoring, ...nobody want to ...look
back if it's good or not... so what happens? It's escalating... caesarean ...still increasing........A lot
of fetal monitoring... increases caesarean definitely." (BL, Clinician/Academic)
“Too many caesarean[s]” was believed a particular problem in Bangkok (BL). It was correctly 
perceived that rates had increased over the past 15-20 years (BL) (Chapter 2). However, the 
accuracy of published “national” rates was questioned, as the private-sector was apparently 
under no obligation to provide data, therefore rates were incomplete. Informants said it was
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“very difficult” to acquire caesarean data from the private system (and university hospitals) in 
spite of “very high” rates, in fact, it was believed that even the MOPH could not access these 
data (DS), and most agreed this was a concern. BL reported varying rates for public-funded 
women (around 10%), and privately-paying or insured women in the public system (15-17%), a 
belief supported by published work (Hanvoravongchai et al 2000).
Some clinicians reported trying to reduce their facilities’ caesareans, but some attributed high 
rates to referrals. At the provincial-level, the proportion of births in government or private 
facilities was believed to effect public hospital caesarean rates. PP surmised that the public 
hospital caesarean birth rate would be higher if the proportion of births in public facilities was 
higher, however, this was impossible to substantiate without private-sector data. DS believed 
that private providers concealed data, as rates had implications for service “standards”. An 
obstetrician respondent (DS) was proud that their hospital had caesarean rates lower than the 
provincial average204, lower maternal mortality and BA, unaffected by the caesarean rate. This 
facility reportedly implemented the RTCOG guidelines for reducing unnecessary caesareans205. 
It was believed that co-operation with the MOPH could be improved on this issue. During the 
current study, several obstetrician respondents spoke of the RTCOG guidelines. However, 
negative attitudes and fears around VBAC were expressed (SP):
"...The strategies they proposed which is good, is that we decrease first caesarean ...and ...we 
will have less [repeat] caesar, the second one is try VBAC, ...the third one is ...to do ...for breech 
...presentation to convert ...to vertex. [But] ...according to the recent evidences, there are, 
negatives of VBAC ...it was published in [O&G Journal]." (PP, Obstetrician)
Some obstetricians’ responses towards a suggestion of any responsibility for high caesarean 
rates were defensive. It was assumed that women attending private hospitals were “demanding” 
caesareans. Therefore, it was reasoned, if more private facilities were available, more of these 
“demanding patients” would deliver there. However, if private facilities were not available, 
then the public system got “stuck” with the problem of trying to reduce caesareans, while also 
having to deal with “demanding” women:
"...Because, those who go to private hospital... most of them are caesarean[s]......... Maybe 50%
...but in public hospitals, they try to make it not more than 25%. But in [Northern City] they 
could do it because ...half of them deliver in private hospitals, so only half low-risk are demanding 
patients who come to deliver in public hospitals. So caesarean ...could be controlled under 25
...but here ...it's very difficult, because we don't have, a lot of [private hospital] deliveries......... If
...demanding patients go to private hospitals, then we have only easy patients here, so [they] 
don't require caesarean ...because the major problem is from the patient side, and we have 
...legal issues also." (PP, Obstetrician)
Another implication was that women were ‘scaring’ obstetricians with the threat of legal action,
and this was increasing caesareans. The “treatment imperative” was also implied by this
204 About 20-22% versus nearly 30%.
205 It was reported that RTCOG guidelines were issued for the diagnosis o f cephalo-pelvic disproportion, 
the management o f fetal distress and breech presentation.
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specialist obstetrician when comparing “patient management options”, depending on the private 
or public status o f clients:
"If the doctors ...see the patients ...more often, and you use more technologies, you can detect, 
maybe some, trivial findings, which if you are, in ...State hospital ...you won't do anything ...just 
observe, or even you do something like if you have membranes ruptured, and there is some 
deceleration, you can put in some ...[intravenous] infusion right? You can do, cephalic version to 
convert from breech to vertex, many things that WHO recommends, but if you are in [private 
practice] ...people have high demands, and nobody deals [with the] legal issues for you. It's very 
hard ...to decrease the caesarean ...rate." (PP, Obstetrician)
Caesareans performed because o f ‘defensive practice'206 and time constraints, were described by
several respondents:
"...Before, 10 years [ago] ...if the pregnant woman ...have a complication and they die in hospital, 
maybe their family understand, this is her fate, and ...the doctor did well already, but now ...the 
doctors have to be [more] concerned ...so sometimes ...the doctor said '...I decided to do 
caesarean', instead of waiting for [normal birth]." (PT, MOPH)
Another medical push factor was observed, the old WHO partograms:
"...[The new partogram] starts the active phase at 4cm, but now we are dealing with 3cms, so 
you have more caesarean[s] ...as you have prolonged latent phase ...that stresses the doctor to 
get in and do the caesarean." (PP, Obstetrician)
In spite o f BK. (a clinician/executive) citing a “strong criteria” for caesarean operating in the 
hospital, this did not incorporate VBAC. Others also reported this, as well as automatic routine 
caesareans for breech and multiple pregnancies. A policy o f ‘repeat caesarean’ 207 seemed 
prevalent (LA), and this was reported as a major indicator in current data (SP), and these 
findings were consistent with published studies (Chapter 2).
DS spoke about a high level o f commitment in the past, from the most senior ranks within the 
MOPH, to implement RTCOG guidelines to reduce unnecessary caesareans, however, he now 
perceived a lack o f political will. Nevertheless, DS reported ongoing collaborations within 
Thailand and internationally to draft a strategy for this purpose.
The fear apparent in obstetrics was noted some years ago, and RL believed practice standards 
were lacking in that field:
"I love [active birth], [the author] ...gave me the book of natural birth, and I tried to ...motivate 
the obstetrician at that time ...because ...lam the one that love natural things like breastfeeding, 
natural birth ...but, the obstetrician here ...from the university, they're afraid of ...some problems, 
there's no standard in, their College...". (RL, Clinician/Health Administrator)
Several respondents reported that “universal caesarean” had been discussed at national forums. 
Apparently a privately-based obstetrician in Thailand conducted “a lot o f caesarean[s]”, and 
published that “everybody should be delivered by caesarean” (BL). AN outlined some 
implications:
206 A fear of legal consequences, thus risk-averse.
207 Also called ‘secondary’ or ‘repeat’ caesarean.
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'...In fact, at a [planning] meeting, ...they were talking about, universal caesarean ...for 
everybody... [but] how are you going to, perform that kind of ...service, also the cost, it's 
phenomenal, each ...caesarean ...costs a lot of money, and morbidity, and mortality..." (AN, 
Obstetrician)
AN shared further views about the medicalisation o f life which he perceived related to exposure 
to western media:
'It takes a lot of ...time to change ...because ...the influence of the, western, media, and influence 
of ...medicalising, all the, normal processes], just like, delivery, they're all medicalised ...all kinds 
of ...normal disease, even now ...medicalising acne, you know you have to be, pretty, have to be 
treated by a doctor, you see it advertising all over ...on the taxi ...the billboard. ...Because they're 
not getting ...the right information, about the danger [related to caesareans], about the cost, and 
everything else, because the anaesthetists in Thailand, numbers 300. ...How are you gonna do
caesarean ...for 800,000 people? Safely. ...Think of the number of bed days.........But they're not
talking about ...the cost at all ...talking about ...the concept of ...universal caesarean ...itself, is 
just... [ludicrous]." (AN, Obstetrician)
VW stated the hospital accreditation process involved collection of caesarean data, but it was 
seemingly not within the assessors’ capacity to determine or enable policy or practice change, 
their only response had been ‘cautioning’. One informant linked the emergence o f HIV with 
increasing caesareans, saying there was concern among health professionals about possible 
infection, while a lack o f available evidence was acknowledged, it was believed caesareans 
were encouraged for this reason (KS).
The complexity of the situation was described, however, strategies were proposed, including 
removing financial incentives:
"...Caesarean ...has so many determinants, not just medical only, social ...political, religious belief, 
all this, comes into play ...so it's very difficult to ...change ...the trend ...it takes time... What 
we're talking about is ...the husband, family, the social ...make-up, all this, influences ...the 
outcomes, and the fashion ...of the moment, also, the belief that having [a] caesarean ...is, better 
for ...your vagina stretching, which is ...rubbish, because, it stretches ...and goes back to normal 
again ...so, all this ...the perceptions of ...the woman ...the public, has to be ...re-educated, to 
bring down ...unnecessary caesarean ...or payment, itself, will reduce ...caesarean ...if you don't 
pay ...more, than normal delivery. ...So many dimensions... because we have to, look at it in total 
perspective, but finally we need to ...educate the patient, that [the] operation itself without, 
indication, is not good for them." (AN, Obstetrician)
Summary
This Chapter presented an analysis o f perceptions and beliefs about modern-day birthing, and 
young women’s experiences. Factors motivating hospitalised births were explained during 
interviews. The general perception o f older women was that hospital birthing was now 
comfortable, easy and convenient, with some even believing it was “painless”. The desire for 
convenience was explained in parallel with broader socio-economic changes eg the fact that 
disposable incomes were more readily available, such that financial constraints were less o f an 
issue than they might have been in the past.
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Older women perceived that fear and beliefs about risk motivated young women to seek safety 
in hospital-based, medicalised delivery. It was thought that young women had many fears, 
related to delivery itself, pain, birthing complications, adverse outcomes, bodily changes from 
vaginal birthing/body image issues, a fear of homebirth. In contrast, young women’s lack of 
fear was believed to make them unconcerned about following traditional beliefs and practices, 
an attitude of which older women generally disapproved.
In the main, people’s trust in the birthing knowledge, skill and experience of lay-midwives had 
been usurped by the medical establishment, primarily doctors (but including nurses). Midwifery 
care options had disappeared as lay-midwives died, or succumbed to the various forces aimed at 
eliminating them. Significant changes in the health system came about during this period. 
Universal coverage was a major structural shift which resulted in changes to the way women 
accessed and used maternity services. The current maternity system provides only an obstetric- 
led care model, limiting women’s options for care, subordinating midwifery, and promoting 
medicalised birth. The growth in private medical providers also affected maternity care and 
outcomes. A medicalised approach to maternity care was enacted, where modem technological 
products and services were widely utilised. Many benefits of such technologies were perceived 
and lauded, however no recognition or awareness was found of the potential for adverse effects. 
Challenges in addressing health inequities with reference to minority populations were apparent. 
While medical services were widely available nowadays, inequities clearly existed for socially 
disadvantaged groups.
Labouring and birthing women were frequently denied the right to social support from a known 
person, thus emotional support was limited. Spiritual aspects of care, if undertaken at all, were 
largely conducted outside the boundaries of the health system. Informants spoke of various new 
opportunities for consumers to acquire health information, however, young women reported 
they had been given little information to enable informed decision-making, and their narratives 
indicated that medical procedures had been performed on them without consent. In hospitals, 
safety reasons had been used to play on women’s fears, to justify medical intervention, and to 
manipulate women into complying with potentially unnecessary at best, at worst harmful, 
medical rituals. Restrictions were placed on women’s freedom of movement while labouring, 
and choice of birthing position. Overwhelmingly, birthing was perceived as inherently risky 
thus requiring medical knowledge, skill and means to “save” women.
It became clear that women’s perceptions of the circumstances under which women might 
undergo caesareans varied widely. Some thought ‘maternal choice’ was a valid reason, where 
others mentioned birthing complications. While the thought of undergoing a caesarean had 
induced fear in women in the early days, nowadays it seemed to have obtained a mystical 
quality, seen to be a modem and somewhat more sophisticated way to birth. Conversely, some
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older women stated their preference for “natural” births. Daughters and daughters-in-law of 
respondents had often undergone caesareans, at an estimated rate of between 30%-50% (this 
would be loosely consistent with national data).
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Chapter 9
Discussion
“A world of optimal and widespread health is obviously a 
world of minimal and only occasional medical intervention...
...People need minimal bureaucratic interference to mate, give 
birth, share the human condition, and die” (Illich 2002:274- 
275).
While reflecting on diverse perspectives, values, and interests in birthing, the discussion 
compares and contrasts women’s lived experiences of birthing before hospitalisation, with the 
predominant perceptions and beliefs of informants about the nature of birthing in that day 
(Chapters 5 & 6). Subsequently, older women’s experiences are juxtaposed with those of 
modern-day young women, while the discourses of health personnel and older women about 
modem birthing are described and contemplated in light of young women’s actual experiences 
(Chapters 7 & 8). In considering this understanding of a birthing transition, 1 contend that like 
beams of light refracted in a prism, these voices, stories and reflections converge in one 
‘modem’ birthing, but these may yet diverge again. Tensions between Jordan’s “...grave 
concerns about the export of a monolithic western model of biomedical birth to the third world” 
(cited in Van Hollen 2003:115), and Van Hollen’s (2003:115-116) assertion of the “...crucial 
historical and cultural distinctiveness of ...[global] biomedicalisation...” are held in balance.
Birth in the Past: Ecologies and Cultures
Emergent themes were identified from older women’s narratives, where in essence, mainstream 
birthing ecology is depicted which conceptualises elements of common settings and the broader 
birthing ‘environment’. Additionally, a representation of birthing culture is offered, 
incorporating aspects of pregnancy and birthing beliefs and rituals, birthing care and accepted 
practice, and associated behaviours. As well as considering these fundamentals, following 
Kitzinger (1978), significant values and meanings prevailing around birthing culture, rituals, 
and ecologies are proposed, as found embedded within the dominant narrative. In this 
discussion, described practices and interpretations are critiqued with reference to relevant 
sociological and anthropological literature, and are assessed in light of current evidence (Table 
A2). Evidence indicates that many of the significant features of birthing in the past are not only 
widely desired in the modern-day, but are also recommended as ‘best-practice’.
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Chapter 5 focused on older women’s reproductive experiences, where they overwhelmingly 
spoke in terms of natural, normal, uncomplicated birth. Reproduction was considered within the 
life continuum, and essentially, women viewed themselves as healthy, experiencing healthy 
birthing and outcomes. Fundamentally, birthing was viewed within a ‘social birth’ framework 
(Davis-Floyd 2003; Wagner 1994; Walsh 2007a; Walsh & Newbum 2002). I assert, this belief 
in the significance, but normalcy of birthing, underpinned prevalent attitudes, appreciably 
influenced decision-making, and consequently propagated many practices and behaviours. The 
central birthing narrative here described was enabled due to the fact that birth occurred in home­
like settings, squarely situated in the realms of “women’s space” (Fahy et al 2008; Foureur 
2008; Kitzinger 1997:211; 2005). The birthplace enabled the birthing culture, where women’s 
autonomy, traditional knowledge, practices and rituals, were prominent and highly valued. 
Such factors were found to underpin notions of birthing as a rite-of-passage and as 
empowerment. The “social relations of reproduction” (Van Hollen 2003:6) were also pivotal to 
the narrative, where women’s holistic needs were recognised and guarded. Birthing was 
personal, intimate and “sacred” (Parratt 2008; Walsh 2007a:26). Implicit, was a recognition of 
links between birthing ecologies, cultures, and successful outcomes.
Pregnancy, a Vulnerable but Healthy State
Pregnant women continued functioning in a similar manner within their broader social roles -  
worked as usual, birthed, rested, continued on. These findings echoed those of Poulsen’s (2007), 
where women reported with pride they had worked until near ‘term’. Working accomplished 
another core purpose -  it instilled confidence and trust in women’s birthing capacities, which 
has been recognised as important in facilitating instinctual birth (Buckley 2005). 
Acknowledging pregnancy as a vulnerable state (as found in Muecke 1976), community Elders’ 
knowledge of relevant care and practices was believed, trusted, followed, and rarely questioned, 
and findings in the literature reiterated this (Poulsen 2007). Elder’s had been important in 
retaining and passing on birthing wisdom and skills. The practice of observing dietary customs, 
restricting certain foods antenatally, was found in other Thailand-based research, where women 
similarly sought to procure a healthy birth and baby (Poulsen 2007). Published work from 
diverse settings also confirmed the practice of fetal repositioning by massage if required, 
thereby assisting the baby’s passage (Banks & Gorman 2012; Kitzinger 2011; Poulsen 2007). 
Such skills are being ‘rediscovered’ in the modern-day, and can often avert operative births 
(Table A2#16).
Birthplace
Births described here most commonly occurred at home, with a local lay-midwife attending. 
Birthplace narratives conveyed convenience, comfort, autonomy and social support, including 
emotional safety, as high priorities for women. Significant birthplace features and comparisons
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are outlined in Box 9.1. It was found that the birthplace was not only significant in itself -  it 
was about the birthing ecology created there. Accumulating evidence from diverse settings 
indicates the birthing environment and interactions between entities will either facilitate or 
inhibit normal physiological birthing (Table A2), and such birthing was evident in these 
findings. When narratives were analysed in terms of popular attitudes and beliefs, a holistic, 
salutogenic (Downe & McCourt 2004), approach was also apparent. The concept of 
salutogenesis describes a focus on aspects promoting positive outcomes and experiences rather 
than risk-aversion focusing on morbid outcomes (Antonovsky 1979 cited in Antonovsky 1987). 
A broad holistic view of well-being was apparent, where birthing and care were nested within 
an intricate integration of the physical, social, natural/ecological (environment and 
surroundings), and the spiritual (metaphysical, cosmological). In such a context, definitions of 
‘normal’ were not circumscribed externally by a limited biomedical diagnosis which actually 
focuses on the abnormal (Davis-Floyd 201 la; Walsh 2007a). Rather, each woman and each 
birth were situated within ‘norma! uniqueness’ (Downe & McCourt 2004; Davis-Floyd cited in 
Walsh 2007a:ix).
In a similar way to that described by women in this study, Priya (1992) noted the nature of 
“traditional anticipations”, where women were guided by their instincts as to impending births, 
rather than by external dating. Such flexibility is beneficial when normal ‘term’ pregnancy is 
between 37 and 42 weeks. Scholars have recognised cyclical time concepts among non-western 
and midwifery philosophies (McCourt 2009b; Stevens 2009; Walsh 2009; Winter & Duff 2009), 
while noting “unexamined assumptions about the linearity of physical time and physiological 
processes” in relation to common (biomedical) concepts of ‘normal’ birth (Downe & McCourt 
2004:9).
In contrast with the unhurried homebirthing experiences described by women, time pressures 
during modern-day, “clock-watched” labour and birthing have been found detrimental (Table 
A2). Conversely, Buckley (2004; 2005), WHO (1996), and others (Foureur 2008; VandeVusee 
1999), have purported the benefits of undisturbed birth. Scholars have acknowledged the need 
for attendants to ‘be with’ rather than ‘do to’ women (Fahy 1998; Halseide 2012). Kitzinger 
(2005) noted “traditional” labour and birth definitions were described in social terms, as 
opposed to modern-day process orientations which imply the need for timely completion. 
Where there was an awareness of time passing, as with findings presented here, descriptions 
were in terms of day and night, as opposed to minutes and hours (Kitzinger 2005:17). While in 
the western birthing world, rigid time-bound ‘progress’ expectations are imposed on labouring 
women, vast variations in normal advancement have recently been recognised (Gross et al 2006; 
Walsh 2007a). A belief that women’s bodies will function naturally and successfully has been 
shown relatively stronger in some cultures (Jordan & Davis-Floyd 1993). Spontaneous pushing 
in the ‘second stage’, brought about by the ability of women’s bodies to tell them when that is
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needed, has been found more productive and beneficial than the “ race-against-time”  method 
often found in medicalised childbirth (Kitzinger 2005:16; WHO 1996).
For women in this era, birth at home was the norm, and aside from being the way it had always 
been done, it made sense to do it that way, and there did not seem any reason to do otherwise for 
the majority. Some women were baffled as to why women would want to birth in hospitals, 
even in the modern-day. Women revealed many pragmatic and sound reasons for homebirthing, 
only infrequently or secondarily speaking about choice restrictions. These findings reiterate and 
extend those o f Poulsen (2007:73) from around the same time, who also found that most women 
“preferred to [birth] at home, for a multitude o f reasons” . Nevertheless, decisions were made 
within ‘ feasibility constraints’ , where some limitations upon choice were evident, as sometimes 
barriers existed to accessing hospitals and medical services. As is still the case in much o f the 
world today (Chapter 3), the ready availability o f lay-midwives meant homebirthing had been 
the convenient and popular choice, and even where (or if) facilities were accessible, some 
women chose not to utilise them.
The nature o f traditional birthing in a home-like women’s space including support often 
provided by other women, has been extensively considered, and was found to benefit women’s 
experiences (Table A2). This is not to say that men were excluded from birthing activities, 
partners were often intimately involved, for most women interviewees, however, key functions 
were held by women. A birthing environment can be “ facilitatory” , and includes optimal 
“ relational support”  (Pascali-Bonaro &  Kroeger 2004; Walsh 2007a:vii). Elements o f a birth 
centre environment included the capacity for “ nesting”  (Walsh 2007a).
Birth Attendant
Above 1 asserted the principal consideration in decision-making about birthplace and attendant 
was the belief that birthing was a normal part o f life, where reproductive acts and rituals were 
placed within a broader social context. The majority o f older women participants in this study 
named lay-midwives as their preferred attendants, and this seemed accepted practice. Women 
and their partners sought convenience, comfort, and safety, and this was afforded by utilising 
traditional practices and remedies, and being supported by trusted caregivers. While pregnancy 
and birthing were not viewed as illnesses requiring medical care, they were generally seen to 
benefit from some form o f ‘expert’ knowledge, skill and experience. The necessary expertise to 
support a healthy birth, was to be found locally, in the lay-midwife, and/or older relative, and 
had been acquired mostly by apprenticeship, a learning style elaborated elsewhere (Murray 
1996:104). Research has recognised that the acquisition o f skills, wisdom and knowledge 
required for aiding births involves a complex learning process (Lepori et al 2008). Midwifery 
practice is widely acknowledged to combine art and science, and includes aspects o f intuition
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and other intangibles (Davis-Floyd & Davis 1997; Hall & Taylor 2004; Murray 1996), not 
necessarily learnt during didactic education.
Women had put their trust and belief in the experiential skills of the lay-midwives with whom 
they had an established relationship, and who lived with them in the village. Lay-midwives’ 
expertise was respected, and their services were accessible and ‘affordable’. While the scope of 
reported practices varied, it seemed core aspects of the role were known and defined, and these 
were widely performed and expected. Diversity in lay-midwives’ roles has been found in 
various settings (Murray 1996), however, tasks were broadly the same as those noted here. In 
contrast, among some ethnic minority groups represented, lay-midwives were not commonplace, 
where it was stated an older family member most often attended. These attitudes, beliefs and 
practices were consistent with many global and ancient cultures, where a ‘wise older woman’ 
was often venerated and honoured (Davis-Floyd 2011a). This researcher argued this predated 
patriarchal dominance and the subsequent devaluing of women’s reproductive functions and 
associated entities.
Midwives as trusted “authority” has been discussed in the literature (Davis-Floyd & Sargent 
1997:202). As in the current study, Muecke (1976) found that women in Northern Thailand 
placed their trust in tradition, and in midwives’ experience. Acquiring a known caregiver has 
been found significant in birth decision-making in many contexts (Trevathan 1997). The 
importance of this personal relationship was observed in earlier studies in Thailand (Muecke 
1976; Poulsen 2007), where women were comfortable birthing with those they knew and trusted. 
Walsh (1999) explored the nature of friendship between midwife and woman, and as found here, 
‘friendly support’ was highly valued, and enhanced positive experiences. The ‘peer’ nature of 
support from local midwives has also been recognised (Murray 1996:105), noting that local 
cultural needs were more readily understood, accommodated, and provided for by these 
attendants, rather than culturally and socially distant health professionals. This observation is 
not peculiar to Thailand or olden days -  contemporary literature reports likewise -  women 
wanting known and trusted support during this time of vulnerability (Table A2). Conversely, 
medical doctors were viewed at that time, as practiced in disease treatment, and consistent with 
the prevalent ‘social’ birth view, their services were not believed appropriate or necessary, and 
they were perceived as inexperienced in the birth domain. Moreover, women said doctors were 
unfamiliar. As found here, women’s capacity to choose their caregivers, was also observed in 
Muecke’s study (1976).
Birthing Care
Evidence of an important mind-body connection in birthing is accumulating (Table A2). 
‘Scientific’ validation of an intuitive notion of the value of companionship and emotional 
support during labour was found in a Cochrane review (Hodnett et al 2007). Words of
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encouragement and reassurance during labour were specifically beneficial for many women 
(Page & Percival 2000). In the current study, emotional support given by other women and 
partners was the norm. Similarly, the traditional and significant role of mothers, mothers-in-law, 
and female relatives providing support has been recognised elsewhere (Murray 1996:104; Priya 
1992). Robertson (1994:108) documented the role of support people in facilitating “a safe place 
for birth with protection and privacy...”. Results from another developing country study 
supported the hypothesis more specifically, with female relative support having notably 
improved outcomes (Madi et al 1999).
According to the narrative analysis, pregnancy and birthing had been interpreted holistically, 
considered in physical, emotional, social and spiritual realms, where knowledge and support 
were provided in each area. A variety of means were used to meet the physical needs of 
labouring/birthing women. To enable women to maintain advantageous upright positions, 
simple apparatuses were often employed, and partners themselves fulfilled this role. Upright 
positions and vertical suspension support have been practiced globally for centuries (Gaskin 
2003:227-229). A suspended ‘rope’ has now been ‘discovered’ in western birthing, where 
expensive equipment has been manufactured and exhibited (Haora 2008). Home-settings 
afforded women the freedom to mobilise, and to assume various birthing positions with carer 
assistance. Mobility and upright positions have been shown in meta-analyses and other research 
to ascribe many benefits for mother and baby, including aiding comfort (Table A2).
Other emergent themes evident from the analysis of women’s homebirth narratives were 
autonomy and self-sufficiency, and individuality was respected. Women had employed agency 
in expressing their needs and wishes, and these were acknowledged and attended to by 
caregivers. Contrary to popular assumption that women lacked choices, they had made choices 
about who they wanted present at their births. In some countries, Dureau (2009:272) argued 
that transition to biomedical childbirth models was a transition “between forms of domination”, 
however, this did not seem apparent in this setting. Autonomy was also apparent in women’s 
decision-making regarding when to suspend or cease their daily activities. Women seemed to 
decide when the midwife was needed, and the place at which they wanted to birth. Women’s 
preference for personal, individualised birthing care, rather than “assembly-line birth” (Walsh 
2006), has been documented elsewhere (Kitzinger 2005:116). Freedom of mobility and 
positioning during labour has been found to be important for many aspects of birthing, and 
central to women’s autonomy (Kitzinger 2005). This freedom is juxtaposed with the “tethered 
body” as is found in medicalised delivery (Kitzinger 2005:4). Aspects of power and control are 
also important in light of women’s positioning, where control and subordination are more often 
exerted when women are supine (Kitzinger 1997; 2005).
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From the narratives it was determined that rituals were interpreted and followed as the woman 
and family decided, meaning responsibility was with couples (versus institutions). Although 
usually surrounded and supported by others, women’s birthing agency was demonstrated and 
recounted with satisfaction. Women reported they had accomplished their births with minimal 
assistance, often describing them as “natural”. While self-attended births were sometimes 
portrayed as accidental, it seemed some were chosen. These women had considered birthing a 
personal matter, and it seemed they did not perceive any need for others to be involved or 
present. This has been some women’s wish, and a feature of some births, for generations 
(Biesele 1997) and into the modem-day (free-birthing). This practice relates to notions of 
power and control, and exhibits tensions between birthing agency and passivity (Downe 2004). 
While interviewees regularly used phrases such as “I did it myself’ when recounting their births, 
it is worth considering whether this was a reality or a perception -  that is, no-one was present, or 
people were present but un-interfering, enabling the sense of autonomy. Women were proud of 
the fact they had birthed independently. Doing birth this way, meant control was in their hands, 
and they were used to self-reliance, yet interconnection, as a couple or family.
While lay-midwives helped to ensure smooth births by reciting incantations, traditional and 
spirit-doctors were called upon occasionally, demonstrating sacred dimensions and birthing 
‘mystery’, involving supernatural cosmologies. The various treatments employed to resolve 
complications were documented elsewhere (Poulsen 2007). Birthing spirituality has been 
researched by Hall & Taylor (2004), where links were recognised between birthplaces and 
women’s and partners’ participation in meaningful spiritual experiences (Hall & Taylor 2004). 
Although Walsh (2007a) acknowledges that birthing spirituality is rather an afterthought in 
‘western-style’ birthing, the sacredness of birth has long been recognised, and more recently 
explored by scholars (Kitzinger 2011; Parratt 2008). Traditionally, birthing was intimate and 
sacred rather than “public and secular” (Walsh 2007a:26). Spiritual care involves an awareness 
and protection of individual spiritual beliefs and associated rituals.
The various roles of partners during birthing in a range of cultural contexts were researched by 
Priya (1992), who found important prescribed functions in most societies. As found in my 
study, husbands often had critical responsibilities in performing or aiding in rituals eg the 
handling of placentas (Muecke 1976; Poulsen 2007; Priya 1992:75). The responsibility of 
husbands in Thailand to assist with postnatal yuu fa i preparations have also been noted 
(Kitzinger 2005). The partners’ potentially unique ability to provide sensitive emotional 
support has been discussed (Kitzinger 2005), with “powerful” outcomes found (Gaskin 
2003:137). As in this analysis, the husbands’ task to provide physical and emotional support 
was described, where it was concluded, birthing in Thailand was “a joint effort in which the 
husband and wife are physically and emotionally united...” (Priya 1992:76). The author also 
noted the difficulty of fulfilling such roles in a modem hospital setting.
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Another practice included in narratives was the use o f massage, and Poulsen (2007) and Muecke 
(1976) found likewise. Physical support and touch have been shown to be important 
components o f labour/birthing assistance from early times to the modern-day (Kitzinger 1997; 
2005; 2006). Touch and massage were often found comforting, and provided positive benefits 
for labouring women (Kitzinger 1997; 2005; 2006). Notably, iay-midwives’ use o f touch and 
massage was different compared with that o f health professionals -  the touch used by lay- 
midwives was observed to be softer and more gentle in the setting studied (Barclay et al 
2005:77).
The Postpartum
From women’s narratives it was found that breastfeeding was regarded as normal, while certain 
practices could facilitate it. Expectations on mothers globally to care for and nurture children 
have been outlined (Kitzinger 2005; Palmer 1993). As found in the current study, breastfeeding 
was expected and performed regularly in Northern Thai culture (Muecke 1976), and doing so 
often included balancing these demands with work (Kitzinger 2005; Palmer 1993). Birthing 
involved numerous ritual activities, some with profound cosmological meanings. As in many 
non-industrialised societies (Kitzinger 2011; 1992), women spoke o f specific ritual practices 
related to the ‘afterbirth’ . Interestingly, ‘ traditional’ practices are experiencing a renaissance in 
the western-world (Placenta Benefits.info 2013). Poulsen (2007) studied postpartum rituals in 
Thailand reporting similar findings to the current study regarding afterbirth management. The 
location o f burial was significant, near or under the house ladder was common, and this was 
believed to aid in keeping children close to their parents -  especially useful for girls. Placing 
the placenta near a bamboo plant was described, and thought to ensure the child became “ brave, 
serious and firm ’’ upon reaching adulthood (Poulsen 2007:79).
Unfamiliar with medical birthing interventions at the time, the prevailing belief from narratives 
appeared to be “ what happened naturally, healed naturally” . Where a biomedical or 
pathological birthing model predominates, harmful or inappropriate ‘ imported’ obstetric 
practices may have replaced ‘ traditional’ ones (Chapter 2 & Section 3.2). Some ‘ traditional’ 
practices deemed harmful by today’s standards were potentially abolished upon hospitalisation 
in Thailand eg the doubtful cleanliness o f cord-cutting equipment. However, some condemned 
practices may have been neutral or beneficial, eg the use o f fundal pressure in second stage. A 
systematic review found limited evidence to determine positive or negative effects (Verheijen et 
al 2009). The abdominal supports women mentioned had potential benefits, where these are 
currently often used postpartum to aid and improve core stability, mobility and involution“08 
(SRC 2012).
208 The contraction and shrinking o f the uterus back to its pre-pregnancy state.
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As outlined, yuu fai was interpreted and applied with wide variation in this study. While the 
knowledge and advice of parents and Elders was highly regarded, active agency was employed 
by the women in the contexts of their lives. These results closely mirror the findings of 
Poulsen’s (2007) study. Nevertheless, the importance of undertaking some form of yuu fai was 
unanimously supported. Ultimately, this was the independent responsibility of women and their 
families. Palmer (1993:52) explained in agri/horticultural societies where women engaged in 
hard physical labour, postnatal rest was often an important function of recuperation and 
recovery. The author asserted this recuperation phase was often lacking in modern societies 
(Palmer 1993:96).
The interconnections between food (and other things consumed), and well-being in general, 
were recognised by many respondents from various groups in this study. Nevertheless, 
variations were found on what was considered healthy and appropriate. Respondents frequently 
referred to the Elders, who were custodians of healthy food knowledge. Great faith was placed 
in this knowledge, even though women could not always explain the reasoning behind some 
food-related beliefs, and these findings echoed those of Poulsen (2007). A few women viewed 
food taboos as too restrictive. Ensuring healthy foods for pregnant and postnatal women was 
found important in diverse cultures (Schott & Henley 1996). Restrictive food rituals during yuu 
fai were also documented by Poulsen (2007) and Muecke (1976). Similar mentions were made 
in Poulsen’s (2007) study regarding consumption of khao chee, hua plee and phu. Humoral 
concepts of hot/cold, air and wind, were the basis for many food and other restrictions 
(Manderson 1987; Mulholland 1979).
It was found that locally-available herbs and plants were frequently used during pregnancy, 
birthing, and in postpartum recovery. Herbal therapy took several forms, both internal and 
external. It seemed widely believed that ingesting particular herbs and/or plants had health 
restoring or health-protective properties. The traditional use of birthing herbs and plant 
preparations has been broadly documented (Kitzinger 2005) and is becoming increasingly 
popular in the industrialised-world (Dhammataree 2011; Falcao 2011). Someyww fai practices 
have been put to ‘scientific’ testing where positive benefits have been elucidated (de Boer et al 
2011; Dhammataree 2011), or harm discounted (Poulsen 2007). A “tradition-honouring” 
birthing system existed in Northern Thailand in the 1970s (Muecke 1976), the same era cited in 
this study. Many elements of this system were observed and described, in the same way women 
retold them here (Muecke 1976). The ingestion of herbs, herbal bathing, suspended hair 
washing, covering the body, avoiding bad odours were all noted (Muecke 1976). A similar 
process of “gifting” the lay-midwife was found in the Pacific (Barclay et al 2005:10) and in 
Northern Thailand (Muecke 1976).
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Another theme of the findings was fear. Sources and foci of fear in the past were found to be 
varied. A few women expressed normal fears regarding impending births, especially the first 
birth -  fears around the birth itself, and of morbid outcomes. It became apparent that for a few 
women, fear had acted as a motivator for certain behaviours. There was no uniformity, but 
rather paradoxically, it was fears -  of hospitals and unfamiliar doctors, which had added 
impetus to the reasons some decided to homebirth with a known attendant; rather than 
motivating hospital attendance and medical care seeking. Fears had sometimes perpetuated a 
desire for, and practice of traditional birthing ways, where various methods were used to allay 
fears. Women had been empowered by other women’s experiences. The innate strength of 
women, birthing as a natural and expected event, was noted in the narratives. While researching 
birthing in Thailand, Poulsen (2007) also recorded fears. Similar fears about imminent births 
were found as those reported by women in the current study. During time-series measurements, 
fears of different types had significantly declined between 1968 and 1988 (Poulsen 2007). In 
line with the findings of the present study, those who reported less fear had indicated good 
family support. Importantly, acquiring support from health personnel was also a factor in 
reducing women’s fear. Poulsen (2007:70) acknowledged that a certain amount of fear “is 
inherent in most mothers in any culture”. Melender & Lauri (1999) also concluded that fears 
were widespread; may have positive meanings; and that, in this light, it may not be necessary to 
remove these entirely.
Women respondents exuded a sense of achievement when recounting their births, and many felt 
empowered by their experiences. In fact, “self-sufficiency” and self-reliance in life, generally, 
was a virtue often recounted. Self-care was an important symbolic component of postnatal 
ritual, and while others instructed in and assisted with this, some autonomy was afforded 
individual women. Thus, I contend that the achievement of successful birthing was also seen to 
be personal. Furthermore, the agency and autonomy women exercised, was highly valued. 
Freedom to participate in individual rites and “rituals of familiarity and uniqueness” as opposed 
to “socially-sanctioned rituals”, has been found important for the creation of “perceptibly safe 
birth territories” (Parratt 2008). Similarly, Walsh et al (2004) found autonomy was highly 
regarded by birthing women. A feeling of being ‘in control’ contributed to women’s 
satisfaction (Kitzinger 2006).
Complications and Adverse Outcomes
In the context of this research, it became apparent that ‘safety’ in birthing was not only related 
to avoidance of pathological complications or mortality outcomes. Women’s experiences 
including a sense of well-being, autonomy, a degree of choice, optimal emotional comfort, 
ability to fulfil their wider roles and societal expectations; were often paramount to the actual 
outcome. Similarly, the relational elements included in quality, thus safe birthing care, have
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been noted in the literature (Murray 1996:135; NCT 2010), where a feeling of safety was a key 
component of a positive birthing experience (Fahy et al 2008). Cultural safety is another aspect 
of quality healthcare (Ramsden 2002). In situations where poor outcomes were reported (eg 
miscarriage, neonatal death), this seemed to occupy a lesser focus in respondents’ minds, than 
the broader experience. Individual perceptions on a ‘safe’ birthplace vary, but emotional safety 
was found to be vital for birthing satisfaction (Parratt 2008; Walsh et al 2004). It may often be 
assumed that the expectations of health professionals and women are homogenous, but the 
findings indicated differences in the relative priority of outcomes and experience.
Predictably, older women had some awareness of birthing complications, some had experienced 
them and knew of maternal deaths. Although the major complications were identified, at that 
time, the risk-averse biomedical model had not been adopted, as risk discourses did not 
dominate women’s narratives. Women spoke about their own births, pregnancy losses, 
stillbirths and neonatal deaths, in terms of the life continuum, and all outcomes were viewed as 
a normal part of that. Other research also found that pregnancy loss and deaths were viewed as 
inevitable (thus normal) within spiritual paradigms, fate/destiny, merit and sins (karma), and 
“luck” determined outcomes, and these were accepted as; such (Iskandar et al 1996; Muecke 
1976; Mulholland 2005). With frequent pregnancies, there was always a risk of complications 
and loss, and this potential was acknowledged. Neonatal deaths had occasionally followed 
complications. Most often, no medical or other treatment was sought following miscarriage, 
although lay-midwifery services were sometimes engaged. Medical care was sought only when 
a medical illness became apparent, and predominantly reproduction had not been viewed as 
such.
Various perceived causes for complications were explained. While many women acknowledged 
they didn’t know what caused complications, honouring traditional wisdom was said to be 
protective. ‘Spirit issues’ were believed to have caused obstruction in some cases. General 
poor health was believed to render some women too weak’ to cope with birthing, and to 
predispose them to poor postpartum health. Some womten believed complications were less 
frequent then, compared with nowadays. High fenility was discussed by women, but not in 
relation to increased risk of complications or morality. At that time, complications often 
resulted in death. Despite relatively high mortality ratios,, the reported rarity of known deaths 
was a notable finding. While recognising that wom:n maiy have been reluctant to discuss this, 
small circles of interaction across rural populatons could also explain it. Generally, 
cosmological reasons were responsible for advene outtcomes, and following this, women 
proffered few if any, ideas or insights on complication and/or mortality prevention -  there 
wasn’t much that could be done if it was ‘the time’, and iit was recognised that outcomes were 
independent of the birthplace. There was little pcssibillity of resolution also, excepting for 
hospital transfer, which some mentioned.
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Iskandar et al’s (1996:68) analysis showed that apparent fatalism was more nuanced in context, 
where “passivity and unconcern” were misinterpreted, and local reactions to tragic 
circumstances were more about “preserving community harmony... and ...stability”. What 
often appeared to outsiders as a lack of maternal concern over infant deaths, has been 
documented in similar contexts (Belton 2005; Scheper-Hughes 1992). Some belief systems 
with “deeply rooted” philosophical orientation towards normalcy have been acknowledged 
(Davis-Floyd et al 2009:419). Studies have found an anticipation and acceptance of birthing 
pain more readily in some cultures compared with others (Gaskin 2003). These concepts are 
juxtaposed with orientations towards pathology, risk and fear, which have become prevalent in 
western consciousness (Hall & Taylor 2004).
Similar general themes were found when considering birthing ecologies, cultures and norms 
across Thailand, however, some differences between diverse population groups were noted. 
The unique disadvantage, inequalities and healthcare needs of women from ethnic minority 
groups was described. In comparison with the accounts from Thai women, the minority women 
in this study, reported more frequently, having experienced birth complications, as well as long­
term problems, where some had ongoing gynaecological morbidities, and these findings are 
supported by the literature (Chapter 2). For these women, who had commonly lived in remote 
mountain villages, access to resources for health was difficult, and inequities stark. Low 
education levels among remote ethnic minority populations were noted decades ago (Muecke & 
Srisuphan 1989), but these persist (Sangelek 2002). In contrast to mainstream Thai 
communities, lay-midwives were not common among one group, hence, potentially poorly 
skilled attendants were usual. Women faced multiple levels of discrimination, and language and 
cultural barriers were also present, extending into the modern-day (Chapters 2 and 8). Research 
conducted among minority groups in Thailand included migrants, refugees, people from 
“Hilltribe” groups who have been resident for generations but often remain subject to poor 
living standards, without citizenship and basic rights (Belton 2005; Belton & Maung c2005; 
Vong-ek et al 2006). Social birth views were still apparent among these groups, and if poor 
general health status was addressed, this may actually offer some advantages over the 
mainstream biomedicalised view. However, as found historically (Table Al), marginalised 
women will likely ‘inherit’ the maternity system ‘handed down’ from the socially advantaged.
In discussing birthing knowledge, women recognised limitations existed in times past. They 
acknowledged they themselves had often been ignorant regarding reproductive complications. 
While lay-midwives had possessed valuable knowledge, they, as well as women, realised 
midwives had not always possessed the knowledge, skills, medicines, equipment needed to 
‘resolve’ some complications. Doctors also, were sometimes limited in their ability to handle 
complications in a timely manner, despite possessing advanced education and having
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technologies at hand. Women from ethnic minority groups spoke of the change in health 
services-seeking behaviours, saying they had lacked knowledge about hospital birthing services. 
More health information was desired and believed necessary in order to improve maternal, 
newborn and child health. As formal education levels were low in the past, knowledge of 
physiology, as we now understand it, seemed limited -  but whether that was detrimental is 
unclear. As increasingly recognised, some attendants were potentially quite skilled in resolving 
problems which may not be well managed in modern-day obstetrics (Kitzinger 2011).
In sum, from this analysis it was revealed that “safe” birthing was achieved by creating a space 
of emotional comfort where support was given by chosen caregivers. Comfort and safety were 
found by trusting in the wisdom of Elders and by following traditional ways. Safety, then, I 
argue was not simply viewed in terms of risk probabilities -  perceived or actual, the birthplace 
(and effect on personal and emotional comfort); the equipment or technology available; or even 
the outcome of birthing; but was centred around the woman’s birthing experience. It seemed 
there had been few expectations regarding birthing outcomes. Nevertheless, women expressed 
self-efficacy -  confidence in their bodies’ ability to birth. Self-confidence has been seen as an 
aid to successful birthing (Gaskin 2003). Women trusted their birthing support team to care for 
them, using time-honoured traditions.
Transition: Supply and Demand
I purport that decision-making about birthplace and attendant were primarily influenced by 
beliefs, values and needs -  essentially, in the past -  the normality of birth, the desire for social 
support, autonomy, comfort and emotional safety. As found in the current study, concepts of 
risk and safety and fear, were thought pivotal in influencing the birthing choices women made 
(Hall & Taylor 2004). While couples’ decision-making about the birthplace incorporated many 
factors, it became apparent that the capacity to access certain resources had varied in the past to 
a greater or lesser degree. In the mainstream, access to lay-midwifery care was generally good, 
with lay-midwives readily available in many communities. Hospital and/or health centre access 
was poor in some geographical areas when these women birthed. Good peer support had been 
available for women, so while there were geographical barriers to hospital access; social barriers 
to acceptability were also described. Limited infrastructure in general, had restricted access to 
public-health and medical services, and, potentially, pharmaceutical drugs. However, where 
facilities and treatment were available, a perceived lack of quality was sometimes present. 
Similar to these findings, several studies found accessibility was not the most important 
determinant of service use, as frequently assumed (Shimeka et al 2012). On the contrary, 
perceived service quality was a critical factor in decision-making and subsequent use (Harris et 
al 2010). A subsistence lifestyle with little disposable incomes (cash economy), was another 
factor that influenced decision-making with regard to seeking and using health services in the
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current study. More broadly, women recognised that social factors also determined well-being, 
and this in turn, influenced pregnancy and birthing outcomes.
Birthing was perceived as a normal yet important life event in the eyes of women, many of 
whom experienced it as an empowering rite-of-passage to motherhood and beyond. In contrast, 
as Thailand became increasingly exposed to external influences, Malthusian (AAG CGGE 
2011; Thanenthiran & Racherla undated) and capitalist views took hold, promoting population 
control for economic development. Such ambitions initiated policy, where reproduction became 
a State interest (Chapter 6). Women’s bodies became politicised, and while promoting birth 
control as ‘freedom’, the powerful also sought to control. Where reproduction had previously 
been highly valued, fulfilling social expectations and functions, women’s childbearing 
capacities were now to be restricted for economic prosperity and ‘development’, for the greater 
good of ‘the Motherland’209. Willis (1989a:93) argued that any “discussion of the evolution of 
healthcare ...must be rooted in the political economy of ...society as a whole”, saying that the 
“reproduction of labour power” is essential to the continuance of capitalism. In this context, 1 
assert, the concern was ‘suitable labour power’. Secondary to the attempt to control 
reproduction came the moral imperative for ‘child survival’ then later, ‘safe motherhood’. I 
contend that once State control over reproduction was introduced, and eventually accepted and 
embraced, the idea of institutional control over women’s reproductive bodies encountered little 
resistance. This capacity was soon realised in the reframing of pregnancy and birthing as a 
medical condition, therefore, most ‘safely’ dealt with under the control o f ‘medical men’.
In contrast to women’s narratives, key informants’ discourses were largely underscored with the 
theme that birthing was a risky event, potentially life-threatening. Birthing in the past was 
repeatedly associated with high mortality. High fertility was associated with increased risk, and 
framed as ‘problematic’ in general, while other aspects of birthing as described by the women 
were deemed dangerous. Birthing with uneducated village midwives was perceived to have 
added to the already high risks. Since childbirth was primarily viewed as risky and inherently 
dangerous, medical care within a biomedical paradigm, although not purported as the only 
authentic form of care required, was seen to be of the highest priority and put forward as 
superior. This view was reflected in health policy, and reinforced by informants’ discourses. 
International maternity system transitions have been observed by other researchers (Kruske & 
Barclay 2004:309) who concluded:
“The devaluing of traditional aspects in birthing is reflected in both international 
policies and the clinical practice of many professional midwives and doctors who 
consider western-based knowledge and education as the only legitimate form of 
knowledge. Western biomedical knowledge is largely adopted by non-western 
countries and often results in the continuation of western obstetric practices long after 
they were abandoned in many countries in the western-world.”
209 I use this term following Jolly (1994) see reference to Motherhood and States in Section 3.2.
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The establishment of westernised training programs aimed in part, at reducing maternal 
mortality, were begun in Thailand as early as 1888, while training of the ‘first nurse’ (in the 
USA), who subsequently practised midwifery, completed in 1860 (Muecke & Srisuphan 1989). 
Historical factors of importance in Thailand were noted, where researchers asserted the ready 
uptake of western medicine was due to its ability to prevent deaths from epidemics through 
vaccination (Muecke & Srisuphan 1989). A notable point was also made by the authors that:
“There is a close parallel between the social structures of imported biomedicine and the 
Indigenous socio-political order that probably contribute[d] to the easy transplantation 
of biomedicine to Thai society; both structures are characterised by vertical 
relationships with power concentrated at the top of the social hierarchy” (p645).
When considering the narratives of key informants, the need to “save” women and infants was 
paramount in their discourses, and this had motivated the development of health policies and 
interventions in order to meet the target of reducing deaths, similar to the way in which this 
moral imperative had operated historically in the west (Section 3.1). Pressure from the western- 
world was intensified to eliminate the “dangerous” (Muecke & Srisuphan 1989), “torture” and 
“gruesome” practice of “mother-roasting” (yuu fai) (cited by Poulsen 2007). I argue that this 
branding of the practice as primitive and harmful potentially served to facilitate the ready uptake 
of the new biomedical childbirth and reproductive technologies, in the drive for modernisation 
and sophistication above traditional and 'village' ways (Chapter 6). Women were instructed on 
the 'right way' to do birth (i.e. institutional with medical professional), rather than 'wrong way' 
(i.e. at home, with traditional care). In the international arena, comparisons were made between 
Thailand’s performance and that of its neighbours (Safe Motherhood South Asia 1990).
Extensive family planning campaigns were launched in the 1960s (Knodel et al 1986; 1987). 
On the global stage, primary health care ‘Health for All’ policy was drafted, developed and 
actively promoted as the key strategy for responsible governments, and Thailand subsequently 
adopted this approach beginning in the 1980s (Wibulpolprasert 2000). Government extended its 
reach into rural communities initially through the establishment and operation of mobile 
community-based services and then fixed health centres (Muecke & Srisuphan 1989; 
Wibulpolprasert 2000). General infrastructure expanded for the increase in general 
productivity, and new market economies. People’s livelihoods no longer revolved around local 
agricultural and pastoral activities, but gradually centred around mass production and 
industrialisation, and became dependent on market forces. Women and informants both 
acknowledged such changes.
Early in the transition, principal incentives in decision-making about birthplace and attendant 
were emerging convictions that fertility control was desirable (sterilisation), and that medical 
care was useful if a complication was encountered. Therefore, pragmatic decisions were made
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by some women for hospital birthing, sometimes as a last resort; or where no choice was 
perceived -  they thought they had to (Chapter 6). Knodel et al. (1984) asserted that modem 
contraceptive methods introduced a previously unknown concept of choice and control over 
fertility. Additionally, the notion was forming that if in difficulty, the knowledge, skill and 
expertise necessary for ‘successful’ delivery was in the hands of medical men. Such knowledge 
was gained through formal education in the institutions of learning -  urban universities 
nationally, and globally in western countries. This pattern repeated historical home to hospital 
transitions in industrialised-countries (Section 3.1). Successful birthing outcomes were 
gradually attributed to regular surveillance, the skill of medical personnel, as well as new 
technologies, and ‘clean’ spaces. Technical skill in using modem technologies steadily came to 
be more highly regarded than the ‘soft’ skills of intuition, tactile abilities, and the conduct of 
spiritual rituals. There was no place for family in this sterile, high-tech environment, and 
mystical rituals in the form of specialised procedures were performed by these educated 
professionals (Chapter 6). In retrospect, Priya’s (1992:17) observations of the reconfiguring of 
birthing cultures in developing countries is reminiscent of changes in the Thailand context:
“The ideas of birth as both a physical process and a medical event which must be
controlled and managed by professionals... are in the process of being exported to
Third World countries.”
It is often assumed that poor birthing outcomes result from homebirths, however, this analysis 
of population-level mortality data showed maternal deaths reduced substantially while most 
births still occurred at home (Chapter 6). Nevertheless, as in industrialised-country transitions, 
there has been broad acceptance among women in Thailand, despite a lack of evidence (and 
more recently evidence to the contrary), that hospital births including modem medical 
technology and pharmaceutical drugs, make birthing safer and easier. Additionally, this is also 
a belief clearly adopted by maternity personnel. In reality, available evidence indicates, the 
pervasive outcome for the majority is interventionist birth, with increases in associated risks, 
while for a small minority obstetric intervention is necessary (i.e. high-risk, complicated).
Different concepts were noted when comparing the narratives and experiences of older women 
with health practitioners’ discourses. Women focused on their birthing experiences in terms of 
the social connotations and the life course. On the other hand, birthing was framed as risky and 
potentially life-threatening by health practitioners, who perceived the need to bring childbirth 
under the control of health professionals in order to minimise risks as they interpreted them. 
Daviss (1997) discussed tensions “between traditional and modem definitions of reproductive 
risk and normalcy”. As found in the context under consideration, the researcher outlined 
various forms of “logic”, used as a basis on which decisions were made (Daviss 1997). Such 
logic has been described by anthropologists as “intemally-consistent” (Hoban 2002).
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Clarke et al (2003:172) stated “risks are calculated and assessed in order to rationalise 
surveillance, and through surveillance risks are conceptualised and standardised...”. While 
critiquing the accuracy and appropriateness of many diagnostic interventions commonly utilised 
during antenatal surveillance Tew (1998:10) stated “ ...antenatal clinics have provided an 
excellent medium for replacing the mother’s trust in the adequacy of her own physiology to 
achieve safe reproduction, by trust in the powers of obstetric management to achieve a superior 
outcome.” Attending hospitals for ANC and birthing increasingly came to be perceived as 
convenient, comfortable, and safe. Traditional practices and remedies, while maintained for 
some time, gradually moved to the periphery, and most were eventually discarded. There is a 
sense whereby the transition to hospital was about ‘taking control, and losing control’. Women 
were taking control of their reproduction/fertility, but losing control of their socially-supportive 
birthing environment. Birthing was shifting from a social to a medical model, from the familiar 
and personal to the sanitised and professional.
Similar to findings in Thailand regarding socio-economic differentials in access to birthing 
services in the early hospitalisation era, Leavitt (1986:8) found historically, western affluent 
women could avail themselves of more options, and “because of this, could be more active in 
changing practices to meet their needs as those needs developed”. The author recounted how 
better-off women first initiated doctor-attended births in the UK, including the use of 
anaesthetics and interventions, and thereby “helping] to navigate birth into the hospital...” 
(Leavitt 1986:8). It was asserted “the rest of the population inherited the changes ...these 
groups initiated” (Leavitt 1986:8). Many other features of historical western-world transitions 
(Section 3.1) were also found in the Thailand transition. Women sought alternative means to 
procure birthing comfort and safety, and believed this could be obtained through science and 
technologies.
Modern Birth = Safer Birth?
In contrast with birthing in the past, maternity services in the modern era were most often 
located in the biomedical (hospital) setting (Chapter 8). Hospital childbirth with doctors has 
become the norm, and older and younger women recounted ecological features of significance 
in this setting. Closely linked with this physical environment were the services of nurses and 
doctors, and these were provided within a biomedical birth paradigm. Hospital birthing was 
interpreted as a mechanistic process occurring within a technological culture and ecology. From 
women’s discourses their attitudes and beliefs about birthing and birthing care in the modern- 
day were obtained. It was clear that women had been exposed to ‘risk-dominant’ discourses, 
where medicalised views of risk have become predominant, and medical/hospital care was 
portrayed as ‘safe’, thus ‘best’. Technology and pharmacology were seen as desirable and have 
been sought and employed by women for reasons related to beliefs about comfort and
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convenience (as found in Liamputtong 2004). There was a pervasive perception of 'safety' in 
hospital-based childbirth, but women relinquished other aspects of importance, where lower 
priority was afforded to emotional, social, and spiritual needs.
Fear also motivated young women to deliver in hospitals. Older women believed fear of pain 
was ubiquitous nowadays. Risk-aversion predominated decision-making where both young and 
older women believed in the promise of safety afforded by hospitals, medical approaches and 
technology, described elsewhere by Liamputtong (2005), and were therefore motivated by a 
desire to allay fears. The responsibility for ‘safe birth’ was with institutions, and safety was 
most often related to a strong belief in the superior institutional knowledge of the medical 
establishment. For most women, the risk of maternal death in hospital was perceived to be 
negligible, as they believed all potential situations could be ‘cured’. Overwhelmingly, the 
perception was that modern-day hospital birthing was convenient, safe, comfortable and easy. 
Medical personnel were now the trusted attendants. None of the older women expressed any 
awareness of caesareans being performed in the interests of medical specialists or hospital 
facilities. However, informants were aware of the market opportunities afforded by the 
perceived ‘demand’ for ‘pain-free’ births.
In the modern-day, the birthing experience in a biomedical setting was about compliance. 
While promising ‘liberation’ from ‘arduous’ birthing, medicalised birth was the continuation of 
a process of disempowerment, and the establishment and reinforcing of institutional power over 
women and birth (Stewart 2005). Women had little or no choice about who was present at their 
births. Little freedom was afforded labouring women to mobilise, assume various positions and 
avail themselves of complementary therapies as they had done in the past. Birthing ‘care’ 
revolved around technology, pharmacology, hierarchy and bureaucratically-controlled 
procedures and institutional rituals. Rituals were determined and performed by medical and 
nursing personnel and women complied, willing to make trade-offs for the perceived ease of 
modem birth, and the promised physical comfort (absence of pain). Rituals were introduced 
and conducted for the convenience of hospital personnel, rather than for clinical necessity, and 
discourses of disempowerment were prevalent. Relief from the ‘problem’ of pain was sought 
through the use of pharmacology, but the recognition of actual or potential negative effects was 
absent. Research on labour pain and women’s empowerment and satisfaction has accumulated, 
where satisfaction with care was not necessarily associated with the absence of pain. Two 
approaches to pain were identified, pain “relief’ and “working with” (Hodnett 2002; Leap & 
Anderson 2004; Leap et al 2010). Thai women’s perceptions and beliefs about pain have also 
been explored (Pathanapong 1990). A paradox was evident that while older women often stated 
they had birthed easily (without pharmacology and technology), the same women sometimes 
said modem birthing was easy in comparison.
-  248 -
While following traditional wisdom was believed important in the past for avoiding 
reproductive complications, it was hospital births, medical and ANC that were believed more 
important in the modern-day. While birthing complications in the past often resulted in death, 
the advent of hospitals and medical care was believed to save lives. Discourses of older women 
and informants reflected the perception that science/technology (mind, mechanics) had 
superseded nature (body). In some settings, risk perceptions around fertility, birthing and ‘safe 
motherhood’ have been found to be substantially different from western biomedical risk 
paradigms (Allen 2002; Eckermann 2006; Hoban 2002). In my study, the findings indicated 
converging concepts of risk and safety, aligning with that of disease-oriented, western 
biomedical risk concepts.
With few exceptions, trust transferred to the “authoritative knowledge" offered by modern 
medicine, while little faith was placed in traditional knowledge. Cognitive dissonance was 
apparent in the discourses, where older women reflected on their own birthing experiences as 
normal, versus modern-day births, as risky. This tension may have been resolved by the 
explanation that complications were more frequent in the modern-day, that birthing had become 
a complex condition. While women glamorised and lauded the role of modem technology in 
pregnancy and childbirth, older women also lamented the loss of many aspects of olden-day 
birth. Service providers have sometimes assumed that values held by health professionals are 
the same as those of birthing women, and that these are homogenous among women. However, 
deeper consideration showed neither assumption correct in this setting.
Childbirth was no longer viewed as normal and natural rather, an illness requiring allopathic 
biomedical care, therefore, experts were medical practitioners. The predominance of discourses 
of risk and safety reflected a shift in thinking from women’s lived experiences, to outcomes in 
terms of mortality. Childbirth was about pathology -  diagnosis, surveillance, technology, 
epidemiological outcomes, where a risk-oriented birthing culture now prevailed. This finding 
reflects Descarte’s and masculinist legacies (Section 3.1) that women’s bodies are defective 
machines, needing to be assessed, managed, controlled and fixed:
“The biomedical model of birth that emerged in the context of the Industrial Revolution, 
like biomedical models of the body more generally, conceived of women’s reproductive 
bodies as machines with standardised time limits for production. These machines then 
came to be judged as efficient or inefficient based on normative production schedules, 
and technology was brought in to improve ‘inefficient’ bodies” (various sources cited in 
Van Hollen 2003:114).
While population mobility in Thailand increased as transport infrastructure expanded, an 
association was found in the US hospitalisation process with the increase in transport 
availability (cars) (Wertz & Wertz 1989). Additionally, infant feeding decisions were now 
primarily influenced by the ‘social mobility’, career demands on mothers, and the reality of 
employed child carers, rather than more flexible home-based work settings and family carers.
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The impact of birth experiences on newborn health outcomes such as bonding and breastfeeding 
has also been studied (Table A2), and birth factors may have negatively affected breastfeeding 
in Thailand. Box 9.1 summarises themes revealed in women’s and informants’ hospital birthing 
narratives and discourses, and many are consistent with young women’s experiences described 
in the literature earlier (Chapter 2). Box 9.1 also summarises differences in old-time and 
modern-day birthing cultures and ecologies as found in the current work, while also considering 
these against the evidence-base.
Box 9.1: Old Days and Modern-Day Birthing Cultures and Ecologies in Thailand 
Compared in Light of Maternity Care Systems and Current Evidence____________
Old Days Modern-Day
Preference for home setting as suitable and 
ideal birthplace.
Hospital is location of choice, and 
hospital birthing is accepted, common 
practice, as homebirth was in the past.
Preference for lay-midwife as caregiver of 
choice.
Doctor is preferred attendant.
Good availability of lay-midwives: close 
proximity, belief in their 
skills/experience/knowledge, familiarity 
and social relationship with them -  known 
and trusted.
Generally good availability of hospitals 
(or health centres), convenient to access, 
belief in medical skills/knowledge/ 
technology, relationship with the birthing 
professional seems a lower priority than 
trust in the technology, the 
establishment/institution.
Partner, family and other women usually 
involved in birthing, providing emotional 
support.
Women still want partner/family 
involvement and support, but must forego 
this according to institutional policy. 
Emotional needs neglected.
Birthing at home was affordable, generally 
minimal cost. Hospital services sometimes 
viewed as a risky and unnecessary 
expenditure.
Hospital birthing is now affordable, 
generally minimal cost.
Home afforded a safe environment. Felt 
safe and secure at home with personal 
support.
Believe that hospital is the safest 
birthplace. ‘Safety’ found in modem 
medical technologies, superior biomedical 
knowledge and pharmaceuticals.
Comfort (physical/emotional) needs well 
met at home. Beneficial upright positions 
supported.
Believe pharmaceutical drugs provide 
“pain-free” births in hospitals.
Homebirth facilitated a holistic approach to 
care. Tactile skills used by birth caregivers 
as necessary. Massage, touch and physical 
closeness were important, incantations and 
spiritual factors incorporated to facilitate 
birth. The labouring woman was the focus 
of attention.
“Technoscientific” approach to birth 
where the technology is central and 
professional ‘distance’ maintained. 
Routine obstetric interventions, 
episiotomies common, care not always 
evidence-based, but determined by 
authoritative status afforded ‘mythical’
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O ld Days M odern -D ay
b io m e d ic in e ,  a n d  fo c u s e d  o n  in s t i tu t io n a l  
g o a ls .
H o m e b ir th  w a s  c o n v e n ie n t . H o s p ita l  b i r th  is c o n v e n ie n t .
P r iv a c y  in  o w n  ‘s p a c e ’, a n d  c h o ic e s  in  
h o m e -s e t t in g s .
H o s p ita l  is in s t itu t io n a l  te r r i to ry ,  a n d  
c o m p lia n c e  e x p e c te d . W o m e n  w i l l in g  to  
fo re g o  p r iv a c y .
N o  o r  l im ite d  tr a n s p o r t  o p tio n s , d i f f ic u l t  
t r a v e l,  p ro h ib it iv e  c o s t  o f  t r a v e l,  
u n w i l l in g n e s s  to  t ra v e l/g o  e ls e w h e re .
H e a lth  s e rv ic e s  a c c e s s  h a s  g e n e ra lly  
im p ro v e d , t ra v e l  is  m o re  c o n v e n ie n t .  
T h e re  a re  n o  h o m e b ir th in g  s e rv ic e s  
a v a ila b le .
In  th e  p a s t  th e re  w a s  a  ‘so c ia l  m o d e l ’ o f  
p r e g n a n c y  a n d  b ir th in g  (n o rm a l c o n d it io n ) ,  
th o u g h  a w a re n e s s  o f  th e  p o s s ib i l i ty  o f  
c o m p lic a tio n s .
N o  so c ia l  m o d e ls  o f  m a te rn i ty  c a re  a re  
a v a ila b le  (m id w ife ry - le d ) ,  a ll c a re  is  
o b s te tr ic - le d ,  m e d ic a l is e d ,  w h e re  a  
p a th o lo g ic a l  v ie w  p re d o m in a te s .
W h ile  a  m ix  o f  p a in  a n d  p o w e r , w o m e n  
w e re  e m p o w e re d  b y  th e ir  b ir th s . 
N a r r a t iv e s  w e re  r a re ly  t r a u m a tic ;  w o m e n  
e x h ib i te d  e x u b e ra n c e  a t th e ir  
a c h ie v e m e n ts .
A b s e n c e  o f  e m p o w e rm e n t  n a r ra t iv e s ,  
b a b y  d e liv e re d  b y  in s t itu t io n s . 
D is e m p o w e re d  b y  h o sp ita l  re g u la tio n s ,  
n o w  ‘th e  d e l iv e ry ’ w a s  b e in g  ‘d o n e ’ to  
th e m , b y  s o m e o n e  e lse .
P re v io u s ly ,  fe a re d  d o c to rs  a n d  h o s p ita ls ;  
a s s o c ia te d  w ith  i lln e ss , u n d e s ira b le .
L ac k  o f  c o n f id e n c e  in lay - 
m id w ife ry /m id w ife ry  c a re , fe a r  
h o m e b ir th in g  (b ir th in g  o u t -o f -h o s p i ta l ) ,  
p e o p le  a s s o c ia te  it w ith  r isk .
N o  f a m i l ia r i ty  w ith  b io m e d ic a l  i l ln e ss  
m o d e ls  fo r  p re g n a n c y  a n d  b ir th in g .
L ac k  o f  f a m il ia r i ty  w ith  m id w ife ry  
“w e l ln e s s ” c a re  m o d e ls  (h o l is t ic ,  
h u m a n is t ic ) .
B ir th in g  w a s  a  w o m a n -c e n tre d ,  
f a m ily /c o m m u n ity  m a tte r ,  a n d  th is  e n a b le d  
th e  b i r th in g  c u l t u r e  a n d  e c o lo g y .  S e lf -  
s u f f ic ie n c y  a n d  s e lf -d e te rm in a t io n  in  
b i r th in g  c a re  a n d  p ra c tic e s .
R e p ro d u c t io n  is  a  S ta te  m a tte r .  T h e  
w o m a n ’s /fa m il ie s  w is h e s  a re  s u b je c t  to  
in s t itu t io n a l  a u th o r i ty . T h e  g o v e rn m e n t  
a n d  in s t i tu t io n s  d e te rm in e  m a te rn i ty  c a re  
p o lic y , w h ic h  s e rv ic e s  a re  o r  a re  n o t  
a v a i la b le ,  a n d  w h a t  is o r  is  n o t  ‘b e s t-  
p r a c t ic e ’ .
C u l tu ra l  a sp e c ts  -  b i r th in g /d e a th  o c c u r re d  
w ith in  a c c e p te d  c o s m o lo g ic a l  b e lie fs .
C u l tu ra l  a s p e c ts  -  b r a n d in g  o f  h o m e b ir th s  
as p r im it iv e ,  h o s p i ta l /m e d ic a l  s e rv ic e s  a s  
m o d e m  a n d  s o p h is t ic a te d .
F o c u s  o f  b ir th  i t s e l f  w a s  w o m a n -c e n tre d ,  
r e c o g n is e d  th e  im p o r ta n c e  o f  th e  b ir th in g  
e x p e r ie n c e ,  le s s  fo c u s  o n  th e  o u tc o m e .
F o c u s  o n  ‘s a fe  m o th e r h o o d ’ in  te rm s  o f  
m o r ta l ity ,  m o r ta l i ty  to  b e  a v o id e d  a t a ll 
c o s ts .
E x p e r ie n c e d  a n d  b e lie v e d  in  th e  v a lu e  o f  
m id w ife ry  p ra c t ic e s ,  m id w ife ry  
(h o l is t ic /h u m a n is t)  b i r th in g  c a re  c u l tu r e s ,  
h e rb a l  th e ra p ie s ,  lo c a l p la n t-b a s e d  
re m e d ie s ,  h o m e  s a u n a /h e a t  t r e a tm e n ts
G e n e ra l  la c k  o f  k n o w le d g e  o f  th e  b e n e f i ts  
o f , th u s  b e l i e f  in  th e  v a lu e  o f  m id w ife ry ,  
m id w ife ry - le d  c a r e /c u l tu r e s ,  o u t -o f ­
h o sp ita l  b ir th s ,  a n d  h e rb a l  a n d  h o m e  
t r e a tm e n ts .  (T h o u g h  y u u  f a i  s ti ll  b e lie v e d
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Old Days
surrounding homebirth. Yuu fai believed to 
be beneficial.
Previously, women recognised their 
autonomy in the home situation, and 
valued that. Women had control over their 
birthing environments, and how they ‘did’ 
their births. ‘Guests’ were invited, and the 
woman most often chose her primary 
caregivers. Birthing was undisturbed. 
Personal home-care therapies and own 
ritual practices could be performed without 
obstruction.
Decisions were made by the woman, her 
family and other caregivers about what 
care was needed for a successful birth. 
Decisions made based on holistic factors.
Generally older women birthed easily, with 
only occasional complications at home.
Importance of postnatal rituals: yuu fai, 
burial of the placenta.
Most depended on agriculture or similar, 
for survival in the past -  often worked until 
labour.
At home, births were unhurried. There was 
freedom for nature to take its course in its 
own time, when ready.
Held an expectation of normal, while an 
awareness and infrequent experience of 
‘complications’. Usually experienced 
positive reinforcement with that birthing 
model i.e. generally normal and satisfied 
with care, so continued the same way.
Modern-Day
by some older women to be beneficial).
Women’s autonomy was limited in the 
hospital setting, with minima! recognition 
of the likely impact on birthing 
experiences (eg no say in whom would be 
present at their births = multiple 
personnel; expected to comply with 
hospital rituals, protocols and practices; 
positions and movement restricted, 
personal rituals often forbidden). 
Potentially, being able to choose time and 
date of birth (elective caesarean), and to 
depend on pharmaceutical pain 
management, gives feeling of autonomy 
and control, rather than perceived 
‘uncontrollable’ labour and asserting 
agency and empowerment through 
labouring.
Women and families lacked adequate 
information and participation in decision­
making i.e. fully-informed consent or 
refusal. Decisions about interventions 
often made by others outside their control.
Now older women consider modern 
birthing easy, though also acknowledged 
many complications now.
Postnatal rituals are not important, women 
generally resume activities quickly.
Lifestyles “comfortable” now.
‘Timed birthing’: external schedule 
pressures and ‘norms’ as points of 
reference i.e. checking and monitoring 
protocols ensured women perform 
according to hospital schedules; vested 
interests (hospitals, health professionals) 
and social reasons for planning, 
controlling and expediting births.
Risk-averse approach to birth; a 
biomedical, pathophysiological focus, 
with an expectation of pathology. A rare 
experience (one or two children). Some 
negative hospital experiences and 
dissatisfaction, but no other options are 
available.
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Old Days Modern-Day
‘Normal’ birth was usual, could not 
conceive of operative birth.
Some practices may have had negative 
effects, some were equivocal and many 
were beneficial.
Marginalised, disadvantaged women had 
fewer options and suffered from resource 
constraints (social determinants) limiting 
potential for good health and healthy 
birthing.
Supply and demand pressures, provider 
and institutional incentives increasing 
caesareans, women perceive caesarean as 
‘choice’.
Virtually all traditional practices 
considered harmful without proper 
evaluation. All modem-day practices and 
technologies considered beneficial with 
minimal knowledge of potential or actual 
negative effects. Some practices 
beneficial for a minority of women but 
routinely used broadly with harmful 
effects.
Inequities in the form of discrimination 
and disadvantage still exist for particular 
groups. Access and care quality 
inequities. “Choices” for some women 
deprives others of basic capabilities for 
health and primary care services._______
It seems clear that the introduction of some reproductive ‘technologies’ (especially 
contraception) contributed to a proportion of the impressive MMR decline in Thailand between 
1960 and 1980, however, the contribution of other interventions is difficult to determine. Walsh 
(2007a:27,42) concluded, after conducting detailed studies of birth settings and care models:
“Careful consideration and attention to detail of the various dimensions of the birth 
environment establish optimum conditions for ...labour events to unfold. ...Labour and 
birth cannot be disassembled into stages without losing a coherence and intrinsic 
connectivity. ...A greater focus on the birth environment and on the role of birth 
companions is also required so that the hormonal cascade of birth can be optimally 
facilitated. ...All of the above requires the deinstitutionalising of labour care, in 
particular the dismantling of the childbirth assembly-line which regulates primarily not 
for clinical ends but for an organisational imperative.”
Is birthing now safer for all women in Thailand? Undoubtedly, improvements in birthing 
outcomes have occurred during this birthing transition, however, linking the improvements 
specifically to ‘obstetrics’, thereby privileging its authority within the maternity system, I assert, 
is fundamentally problematic. Hospitalised, obstetric-led care -  the ‘new birthing’ in Thailand, 
has brought gains and losses, including the proliferation of policies and practices that are not 
evidence-based, do not support woman-centred care, enable exposure to iatrogenic risks , and 
have produced minimal (if any) widespread improvement in birthing outcomes. Evidence 
seems to point more strongly to the impact of reproductive health (specifically fertility decline) 
and public-health improvements (the significant reduction of chronic and communicable
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conditions affecting maternal health210), increased accessibility to primary pharmacology (such 
as antibiotics, vaccinations), and potentially general socio-economic factors (sanitation, 
nutrition, infrastructure). This view is consistent with historical transitions evidence. If 
considering the policy of widespread hospitalisation as the central obstetrics ‘intervention’, the 
guiding principle stems from the “first rule of medicine” -  “mV nocere”2" (Arms 1975:160; 
Wagner 2000), where it is asserted there must be sufficient and sound evidence before 
interventions are introduced and propagated. As commentators have concluded, there was “no 
evidence” to support the mainstreaming of hospitalisation in the industrialised-world during 
mid-late 20th century (Chapter 3), and “controlled trials were not considered necessary” (Young 
1999:321). So too, the “errors” (Young 1999:321) have transferred to the industrialising-world, 
and neither was such evidence found in the Thailand context.
Hospitalisation, and subsequent biomedicalisation of birth, I contend, was the key transition 
‘feature’ 212 . Despite the predominant belief observed by the often cited Dutch 
professor/obstetrician Kloosterman (cited in Arms 1975:161), that “[biomedicine/obstetrics] can 
improve everything”, it is one not well supported by the population-level outcomes results from 
this research. If outcomes were considered exclusively in terms o f maternal mortality; since the 
MMR in 2010 was potentially equal to that of 1980 (pre-hospitalisation/biomedicalisation) 
(Chapters 2 and 6), that did not improve. Considering major maternal morbidities', while many 
were unmeasured or data limited, in terms of those for which some data were available 
(caesarean, episiotomy, PPH, induced abortion, uterine rupture etc), since widespread 
hospitalisation, from around 1995213, rates were too high in some cases, and the trend was 
increasing. On women’s birthing experiences; while the expectation and perception of 
‘improvements’ in ‘comfort’ and ‘safety’ were widespread, this was not always effected 
(Chapters 2 & 8). While women were potentially and understandably somewhat ‘satisfied’ with 
the ultimate ‘healthy baby’ outcome, the experience was often found to be dehumanising, this 
being frequently engendered through biomedical ‘ritual’ as a consequence of the nature of the 
matemity/hospital system (i.e. biomedically dominated, obstetric-led, whether enacted by 
specialists, doctors, nurses, midwives etc), and failed to respect and support their birthing rights. 
Furthermore, the new maternity services orientation exhibits system-wide inequities, where 
obstetric services are high cost, privileging doctors and private providers, while poor, rural, and 
ethnic minority women remain disadvantaged without basic services.
The key word in the aforementioned assertion regarding the ‘new birthing’ is ‘widespread’. 
While it is unequivocal that a small minority of births have benefited from life-saving ‘obstetric
210 As earlier noted, indirect deaths were thought to account for approximately 20% globally, while 
Thailand data showed similar proportions since 2001 (Figure 7.1).
211 Meaning “do no harm” or “injure nothing” (see Chapter 3).
212 As argued elsewhere, hospitalisation equals biomedicalisation due to the nature of ‘the hospital’ as an 
institution, and the authority afforded biomedicine within it. See Chapters 2, 3, 6, 8 and 9.
213 Data were presented from 1997 in Chapter 7.
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intervention’, as occurred elsewhere (Chapter 3), negative consequences seem to have come 
about when poorly regulated ‘institutions’ (whether obstetric practice, the private-sector, other 
corporate/commercial entities), propagate their ‘services’ in areas where ‘technologies’ 
(including obstetric interventions) are unnecessary. Ironically, very simple and affordable 
interventions such as the timely use of an oxytocic or antibiotic, could prevent many of the 
haemorrhage and sepsis deaths214, and these do not require complex obstetrical skills or 
technical equipment to deliver them. Clearly, powerful and profitable interests are at stake. The 
Thailand population-level data presented may indicate a “threshold effect”, and again this has 
been observed elsewhere (Althabe & Belizan 2006; Betran et al 2007; Cary 1990; Thomas et al 
2000; Victora & Barros 2006; Villar et al 2006), where some level of obstetric intervention is 
necessary, but higher levels negate the benefits, becoming harmful (and/or self-fulfilling -  i.e. 
creating complications for which we have the ‘solutions’). This notion would also support the 
ongoing WHO recommendation on caesarean rates. While agreeably somewhat arbitrary, a 
minimum and maximum range was set according to expectations of ‘normal’ versus 
complicated births, that is, most (healthy) women can birth without interference, an assertion 
made by many and well supported by evidence. In my view, this is potentially why population- 
level improvements after hospitalisation were limited, because a ‘cure’ for one illness will not 
cure all of one’s afflictions, nor will the widespread administration of that ‘pill’ prevent all from 
becoming ill, and justification for mass administration is necessary where treating an illness 
people do not have, and unwanted effects may result.
“Spontaneous labour in a healthy woman is an event marked by a number of 
processes... so complex and so perfectly attuned to each other that any interference 
with these... will only detract from the optimum character. ...The doctor always on the 
lookout for pathology, eager to interfere, will much too often change true physiological 
aspects ...into pathology” (Prof G J Kloosterman cited in Arms 1975:160, 161).
In the Thailand context, as elsewhere, there is no doubt that inappropriate and overuse of some 
technologies has contributed to increasing maternal morbidities, both in the immediate and 
longer-terms (Table A2).
“The evidence suggests that although the birth machine has indeed saved the lives of 
many women and babies, the most important causes of the falling perinatal and 
maternal mortality rates are not medical but social... include: better nutrition, better 
general health for women, better housing, and changes in fertility patterns... linked to 
reductions in: the number of children, births to... women who do not want them 
(Wagner 1994).”
Clarke et al. (2003:172) stated, “it is no longer necessary to manifest symptoms to be considered 
ill or “at risk”. With the “problematisation of the normal” ...we inhabit tenuous and liminal 
spaces between illness and health... rendering us ready subjects for health-related discourses,
214 Responsible for causing around 40% of maternal deaths globally, and a similar percentage in Thailand 
(Figure 7.1).
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Commodities, services, procedures, and technologies. It is impossible not to be “at risk”.” The 
author discussed the development and application of “standardised risk-assessment tools”, and 
asserted that risk technologies are “normalising” in the way they “create standard models 
against which objects and actions are judged” (Ewald 1990 cited by Clarke et al 2003). I would 
argue this has also been applied to birthing as occurs in the use of many obstetric surveillance 
tools, for example, ‘normal’ gestational length, ‘normal’ labour length.
In public-health terms, since widespread hospitalisation represents a major population 
‘intervention’, I assert, the onus is on maternity systems to provide sound evidence in support of 
the obstetric-led, hospital birth policy. While the availability of basic and comprehensive 
EmOC certainly has life-saving implications for a small minority of women (since occasional 
complications can be anticipated), the application of such a model to the majority in whom birth 
could proceed normally, is not supported by sound evidence. The assumption that hospitalised 
and biomedicalised care models are safer for most women has yet to be confirmed in this setting. 
Indeed, midwifery-led, out-of-hospital models have been shown through a large body of 
evidence, to be safest in many contexts (Table A2, Section 3.4). Chapters 7 and 8 analysed 
many contemporary effects on reproductive and maternal health and birthing outcomes, 
resulting from hospitalisation and medicalisation. While multi-factorial influences on outcomes 
are acknowledged, findings indicate that some obstetric interventions have been overused with 
associated increases in risks, creating the potential to produce institutionalised harm eg resulting 
from unnecessary caesareans. However, such outcomes have been left unmeasured, falsely 
creating a dramatic but misleading impression of unequivocal “success” (since mortality has 
concurrently declined).
A birthing ‘renaissance’ may have begun among urban middle-class Thai women, where it has 
been documented that some have chosen homebirth attended by professional midwives (Davis- 
Floyd 2000), although this service is not available via mainstream maternity services, or within 
current legislation (Thadakant 2005). There is also reportedly a birthing unit within a major 
Bangkok private hospital, where normal birth is promoted and midwifery-led care provided 
(Kovavisarach & Habanananda 2012; Robertson undated), but this is exceptional, despite 
continuity models determined to be appropriate in this setting and having been recommended 
(Kaewsam et al 2003; Thadakant 2005).
“More and more the wisdom of midwifery is confirmed by epidemiology, and more 
important, social and historical research is providing new understandings of the forces 
that prevent the wisdom of midwifery from being realised. The re-establishment of 
independent midwifery in the United Kingdom and Canada and the use of nurse- 
midwives by managed care organisations in the United States are preparing the cultural 
soil needed to sustain a new obstetric system, a system that is characterised by love and 
justice, a system that makes prudent use of our resources, a system that supports women, 
babies and families (De Vries cited by Johnson & Davis-Floyd 2006:526).”
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Change Theories
Clearly, the change in birthing systems, cultures and ecologies in Thailand has been widespread, 
dramatic and swift, occurring within a generation. So how did birthing become biomedicalised, 
often overmedicalised and sometimes dehumanised, and why does government policy support a 
single obstetric-led care model without good evidence that it produces widespread health 
improvements? Findings indicate that women likely to birth normally (and their babies), are 
entering an imported, industrialised, biomedical maternity system that frequently disempowers 
them, denies their birthing rights, and results in them undergoing interventions at a rate that 
increases risks of adverse outcomes.
While examining the subordination of midwifery in Australia, Willis (1989a: 122) argued 
“advances in ...[childbirth] technology... did not provide the conditions under which the 
process occurred”, arguing against the “technological determinist” explanation, citing instead 
two factors: “male medical imperialism” and class domination (Willis 1989a: 123). In my study, 
decision-making about institutional birth was initially driven by the desire for fertility control 
among women who had access to public messages and information on modem contraceptives. 
A diagnosed complication, unsuccessful, or difficult personal birthing experience(s) were also 
initial motivators. In the modern-day, older women recognised limitations upon young 
women’s choices since midwives were no longer available as caregivers. For most young 
women, there was similarly no choice of birthplace, as hospital birth was expected and accepted. 
Andrist (citing Bordo 2008) argued the case for “self-correction” to [social] “norms”, rather 
than the exertion of power from above, while Jordan & Davis-Floyd (1993:5), contended a 
“sense of superiority and moral requiredness” in every system prevents resistance to the 
predominant model of how to do birth.
History, Global Biomedicalisation and the Role o f ‘Development’: Colonisation
of the Birth Space? 215
Berry (2013:5) concluded “one of the significant consequences of the global Safe Motherhood 
campaign has been to unintentionally encourage a shift in subjectivity among ...villagers...”. 
While I agree that the ‘modern-day’ birthing model (Box 9.1) can be found globally, I contend 
this did not occur accidentally. When comparing key transition features of industrialised 
(Section 3.1) and non-industrialised countries, clear socio-political parallels are present. As 
noted in Chapter 2, Liamputtong (2004:456, 470) argued that birthing medicalised because of 
general “modernisation... of Thai society”, while Whittaker (1999:216) more specifically 
paralleled birthing “reforms” to “development”, where expanded health services networks 
subordinated “the authority of traditional knowledge and practices”. Likewise, Jordan & Davis- 
Floyd (1993:130) asserted cosmopolitan medicine has been significant in development
215 See Jasen (1997) and Walsh (2007:26) for uses of this terminology.
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programs, where “scientific medicine claims parturition as one of its legitimate domains”. It 
was argued that wherever ‘scientific medicine’ was instituted, childbearing became absorbed, 
culminating in the redefinition of birth. The researchers noted the symbolic value biomedicine 
has acquired in development, arguing development planners were “partisans of the medical 
model...”, as no “legitimate alternatives” were perceived, but simultaneously, a lack of tangible 
benefits was found (1993:131). Researchers concluded regarding the growth of biomedicine in 
Thailand:
“...The history of the Thai medical profession closely parallels the development of 
medical professions in the west: elitist (in terms of class and status), capitalist, drug 
oriented, urban centred, and assertive of its dominance over other health practitioners by 
means of subordination or exclusion” (Cohen 1989:165).
Additionally:
“Nursing [in Thailand] has followed medicine’s disease-oriented model... where it 
remains subordinate to medicine... By medicalising nursing... medical control over the 
profession has been continually reinforced.” (Muecke & Srisuphan 1989:645)
Davis-Floyd (1987:490) stated “because the technological model of birth encapsulates the core 
values of the wider culture, in many ways it offers ...modem women the opportunity to 
participate in that wider culture”. Further 1 argue, in this context, it offers women the chance to 
participate in the wider ‘international’ (urbane) culture. It could be said that mainstream 
birthing in Thailand reflected the general trend from subsistence lifestyles to a ‘technoscientific’ 
-  technological and industrialised age, where the modernisation machine moved impressively 
and rapidly. Maine (2007) and others warned that a focus on institutional deliveries and/or 
private-sector services (WHO 2007a) may divert attention from ‘skilled care’. Key questions 
remain around care quality and increasing inequalities, and unfavourable results have occurred 
where “market principles” were applied to health reform (Bhate-Deosthali et al 2011; Reich 
2002) .
Findings indicated that similar to elsewhere, Thailand’s birthing transition has been driven by a 
‘development agenda’, risk perceptions, the medicalisation of everyday life. Giddens 
(2009:548) asserted that ‘development’ is normatively framed in terms of monetary exchange or 
economic potential. A social empowerment alternative to capitalism, proposed by Sen and 
Nussbaum (Nussbaum 2000; 2011; Sen 1999; 2009) considers development on a ‘human’ level, 
where ‘capabilities’ are not only about economics but are expanded to include people’s 
functional abilities for daily life. Originating from critiques of standard economic development 
indicators lacking human capacity measures, the broader framework and principles of the 
capabilities approach, 1 assert, could apply to ‘health development’. This would recognise that 
mortality and morbidity indicators cannot completely explain ‘real-world’ capabilities or a 
population’s well-being -  people should not be reduced to numbers. The ‘right to dignity’ is 
another foundational principle of the capabilities approach, recognising the importance of
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subjectivities and self-determination in ‘development’. A recent report noting the rapid uptake 
of mobile phone technology argued for “demand creation” for essential “self-sustainability”, 
and the application of “innovative business models” where “a new culture of respect is needed” 
for forming true development partnerships, as opposed to donor-driven agendas (The Global 
Campaign 2011). As Rhodes (1996:175) outlined, “attention to the influence of class interests 
[and] the workings of power in large-scale organisations is vital... An approach that is sensitive 
to these issues will not cater to the furtherance of ‘medical cultural hegemony’ of the capitalist 
world system, but will help create a new [health] ...system".
‘Normalising’ Safe Motherhood
‘Safe motherhood’ as an international effort, has largely focused on averting death (AMDD 
2003; Fortney 2005). Noting the mortality focus of SM discourses, Justice (1987:1304) 
poignantly asked, have statistics “...become the goal”, alternatively, we could ask, how do 
women define ‘safe motherhood’, and have women’s birthing experiences improved? Despite 
the recognition of ‘rights’ (UNICEF 1999a), 1 argue SM has principally focused on a woman’s 
right to life216, while other birthing rights were neglected in the “biologization” (Berry 2013), eg 
to be cared for with dignity and respect, companionship and support in labour, fully-informed 
decision-making, control of the birthing environment, a satisfying birth (WRA 2011). Attention 
has been diverted from these ‘safety’ aspects, care quality often overlooked, and understandably, 
in some settings underutilisation of services has resulted, and/or outcomes are suboptimal 
(Sections 3.2 & 3.4).
Implicit in the term ‘safe’ is birthing ‘danger’. Discourses such as “every pregnancy faces 
risks” (FCI 2007), I would argue, indicate international approaches to reproduction are situated 
within a medicalising, disease-oriented framework. I assert a risk-averse focus on ‘dangers’ and 
potential complications in international discourses has led many to infer that medical/obstetric 
care is ‘the gold standard’ for birthing care (Mavalankar & Rosenfield 2005; Paul 2007), while 
‘technology-is-progress’ discourses normalise birth interventions, of which many significant 
ones (eg caesarean) remain underreported or unmeasured, or in many settings, are set as a target 
to be achieved. Vested interests -  the “tendency for doctors to overmedicalise a natural 
process” have also been noted (AbouZahr 2003:20). I assert the philosophical foundations of 
SM reflect the biomedicalised view, and must be questioned in light of the ‘normal birth’ 
evidence (Chapter 3). Strategic approaches in SM should balance normalcy with risks, 
concurrently promote birth rights, and incorporate contextual, broader interpretations o f ‘safety’, 
acknowledging overmedicalisation and the history of profiteering. The push for 
institutionalising all births in obstetric-led models should be halted, prioritising healthy 
outcomes. The policy is not supported by a sound evidence-base, yet continues to be promoted
216 Later expanded, to a certain degree, to include ‘right to control over one’s body i.e. fertility control’.
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eg Horton (2006:1129) advocated “a strong focus on ...facility-based obstetric care”. Cash- 
incentive schemes have increased institutional births in some settings (Feng et al 2011; House of 
Commons 2008; Sidney et al 2012), however overmedicalisation has been documented (Table 
3.2.1) and broad outcomes including care quality need further analysis.
Additionally, I contend, the prevalence of medicalised discourses reflects a lack of significant 
midwifery leadership and under-representation of midwifery (and nursing) at international 
levels (especially the WHO) (GANM 2011; ICN 2011a; b; 2012). This is evidenced by 
obstetric-dominant maternity systems, where sustainability and equity are lacking in light of 
“epidemic” caesareans and growing inequalities (Section 3.2). Recent publications explicitly 
named and recognised the skills, practice and potential of midwives, valuing them as accessible, 
front-line, cost-effective providers (ICM 2012; UNFPA 2011; WFIO 2005b). However, 
‘midwifery care’ and midwifery-Zet/ care are vastly different, yet explicit support of midwifery- 
led care models is lacking in international policy. Midwifery autonomy and scope of practice 
continue to be limited by health/matemity systems globally (eg in Thailand see Thadakant 2005; 
Thadakant 2005a). I assert maternity systems supporting obstetric dominance facilitate 
medicalisation (as opposed to normal birth), where a lower class of ‘midwives’ become 
subordinated to ‘nurses’, and all are trained in biomedical disease-oriented, risk-averse models. 
The absence of recognised midwifery-ZetZ care embodying a social view of birth, could explain 
some rejection of institutional services (Section 3.2). Women’s empowerment for involvement 
in services planning, implementation and evaluation has been recommended, aimed at 
improving satisfaction and “women-friendly” care (Safe Motherhood 2002a; UNICEF 1999c). 
The ‘tailoring’ of services to meet local women’s and communities’ needs, respecting “cultural 
and social norms” has also been urged (Safe Motherhood 2002a), but little evidence of this has 
been found.
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Clarke et al. (2003:173) explained the “institutionalisation of the assumption that everyone is 
potentially ill” while reflecting on the “increasingly refined elaboration of risk factors”. The 
authors argued that such embodied assumptions influence “knowledge production” and that this 
is then actively “consumed” (Clarke et al 2003:173). In some contexts, it would seem, a risk- 
averse construction of birth has not been embodied or consumed (Hoban 2002). Hoban 
(2002:30) described the way in which “intemally-consistent [birthing] knowledges and 
practices” have ensured Cambodian women’s “safety”. This raises questions: ‘who determines 
what is safe and risky’, and ‘safe in terms of what’? As discussed elsewhere, perceptions 
around safety and risk have a profound influence on birthing cultures, which subsequently 
influence outcomes. Major variations exist in perceptions of risk and safety. Biomedicine 
primarily measures safety in terms of mortality risk, but since birthing cannot be defined as 
solely biomedical and death is an extreme risk, it has been argued other views of safety and risk 
should be considered (eg Indigenous/cultural safety models), as well as other, less extreme 
outcomes (Hoban 2002).
‘Evidence’ determines what is safe and risky, however, all forms of evidence have limitations. 
In the case of SM, ‘evidence’ of success has been defined by outsiders (i.e. in terms of 
mortality), where the epidemiological ‘gold standard’2,7 has been advocated and used to 
determine what is ‘safe’. Conversely, it has been argued that “safety is not a matter of life and 
death” (cited in Hoban 2002), although ‘safe’ motherhood has a standard hegemonic definition, 
which ignores alternative local, social, and women’s risk and safety concepts (Allen 2002; 
Hoban 2002; Saxell 2000). Hoban (2002:30, 31) contended that epidemiological data in the 
Cambodian context served to “legitimise state-sanctioned health policies ...that reduce women’s 
choices and control over their [reproduction]”. However, it was also considered necessary to 
eliminate “cultural obstacles” to formal health services utilisation.
In summary, I would argue that despite “healthy motherhood” (Horton 2006; Oakley 1980:10) 
and WHO rhetoric on midwifery-led care and normal birth, international safe motherhood 
imperatives are bound by a disease-oriented biomedical framework focusing on a “limited 
criteria of reproductive success” (i.e. mortality/survival). While ‘success stories’ abound about 
the (finally) falling MMRs, there is also the story of the destruction of local birthing systems 
incorporating a ‘social’ birthing experience, and replacement with an interventionist, 
technological approach. I argue that international structures and imperatives to reduce maternal 
deaths (eg the WHO, safe motherhood), have actively facilitated the process, through the 
redefinition of birth, the promotion of antenatal surveillance and institutional deliveries, while 
asserting the supremacy of western biomedical knowledge over Indigenous knowledge systems. 
MDG5 hinted at a wellness approach, however in reality, the mortality targets became the focus
217 i.e. Randomised controlled trial (RCT).
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rather than promoting healthy women and birthing. Three possible outcomes were identified (i) 
resistance and rejection of biomedical services, (ii) a negotiation, ‘pick-and-choose’ process, 
based on ‘local’ reasoning (eg attending ANC to acquire supplements but rejecting institutional 
birth), (iii) the adoption of a “technological model of reality” and Descartes’ “human-body-as- 
machine” metaphor (Davis-Floyd 1990; 1994; Rothman 1982; 1989), evidenced by the growing 
authority afforded biomedical knowledge. International discourses reflect a disease-oriented 
approach to reproduction with entrenched ‘risk rhetoric’, proliferating biomedical birth 
(hospitalisation, medicalisation), without evidence of effectiveness, or sufficient attention to 
women’s needs. As in the western transition, the Thailand analysis indicated a social birthing 
model with its holistic/humanistic approach was challenged and replaced. Rather than the 
imposition of a monolithic, ethnocentric, biomedical model, Jordan & Davis-Floyd (1993:132- 
9) proposed a model to analyse biomedical obstetrics according to the criteria of an Indigenous 
system, where “mutual accommodation” “gives equal status and legitimacy to the traditional 
way of birth”.
It is my assertion that the WHO has promoted and propagated a medical/obstetric birth model 
by indiscriminately maligning potentially skilled lay-midwives, who provide social care, valued 
by mothers. I assert that such policies (in the name of ‘safe motherhood’) have succeeded in 
medicalising birth, in serving the interests of elites and institutions before attending the needs of 
women and families, and have frequently delivered poor-quality services proliferating 
dehumanising systems. Instead, a balance is required -  humanised, respectful, empowering care, 
in any setting, where a social model and midwifery philosophy of care can be facilitated 
promoting normal birth, with quality, appropriate obstetric intervention. I envision a "retro- 
scientific" birthing care which encompasses the "now-scientifically-proven" but "traditional" 
birthing care aspects. Evidence suggests that if ‘midwives’ were reintroduced and empowered 
to practice fully, and autonomously, women would also be empowered, and would have more 
opportunity to experience birth as a transformative life event. Therefore, potential ‘pressure 
points’ for reorienting maternity care are notated on Figure 9.1.
Limitations
This study’s design was broad, incorporating diverse approaches and methods. Feasibility 
constraints limited the depth of each approach. A broader study was determined more useful, 
addressing the transition complexities, rather than limiting the study to one disciplinary 
perspective or methodological approach. The limitations and biases of quantitative and 
qualitative approaches were recognised, whereupon it was decided that both could be usefully 
and appropriately applied within the critical realist framework.
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Quantitative analyses were limited by the quality and availability of secondary national-level 
maternal, perinatal and birthing outcomes data, while obstetric interventions data were clearly 
insufficient and incomplete. Using secondary data excluded any contribution to design and 
methodology. Slight variations were found in the ‘cascading’ process of the RHS1996 and 
RHS2006 surveys i.e. respondents completing ‘recent birth’ questions, however it was believed 
the effect on analysis would be minimal. Obtaining trends from international rates and ratios 
data can be problematic due to methodological changes and differences, therefore triangulation 
was used. Achieving the objective to investigate changes in known determinants of maternal 
health was limited by scarce historical data, and quantifying the effect of changes was 
impossible. Limitations on quantitative results were discussed further in the summary of 
Chapter 7.
Qualitative data limitations included a selection bias of older and young women participants, 
where this was unavoidable due to the fact they had survived birthing. Data saturation was not 
attained in the young women’s interviews as these were largely opportunistic, and this would 
have added to the findings. However, since contemporary birthing studies had been done, the 
decision was made not to repeat these. It was also believed older women were in a unique 
position to observe changes and differences from the past, which young women would not have. 
Recall bias is another factor to consider in using birthing narratives, however, studies show 
women have a clear recall of birth events even decades later (Simkin 1992; Temple-Rhodes 
2011). The capacity to recall positive features of the past, while minimising the negative, may 
have been evident in the historical narratives, although Simkin’s (1992) research found the 
opposite. The discourse analysis technique aimed to enable deeper understandings beyond what 
the women’s narratives said. Informant participation was somewhat limited by access 
constraints.
Under the premise of ‘self as instrument’ (Rew et al 1993), the processes of ‘bracketing’ (used 
in phenomenology) and iteration (grounded theory) were useful for revealing inherent 
assumptions and pre-existing researcher biases. The analysis process involved constant 
questioning, reflecting on my training and experience in midwifery, public and international 
health. As the voices emerged from data during analysis, many themes and findings were 
unexpected, as were some outcomes of ‘hospitalisation’ and other quantitative results. These 
led to detailed further investigations of the literature -  other findings and theories on transitions, 
the evidence-base for optimal birthing care. The multidisciplinary make-up of my supervisory 
panel assisted this process, through discussions, feedback, and my own prolonged reflections, 
where a process of ‘concept mapping’ was undertaken to facilitate reflexivity. Having never 
experienced birthing myself, my own bias in this respect was limited, however, I acknowledge 
that ‘maternal instinct’, my own life ‘stories’ and experiences influence my worldview, and 
consequently, the ways in which 1 approached this research. I began the journey with a
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“maternal mortality-centred, public-health, save-the-world” view, but travelled to a “woman- 
centred focus”, at the same time, developing a much broader appreciation of systems and 
politics. The pre-existing tensions of my past as a health services manager, between the social 
and biomedical views, were questioned and explored through this research process, where the 
complexities are yet to be further explored and questioned.
Generalisability must be considered for both the quantitative and qualitative findings in this 
study. The applicability of international evidence to the Thailand context is not assumed but 
rather indicative of possibilities. Regarding evidence on birthing outcomes for low-risk women, 
there is no evidence to indicate that women in Thailand are different per se (genetically or 
otherwise), placing them at higher risk. If anything, historical evidence of population
“explosion” would suggest otherwise. It was determined reasonable to conclude there are low- 
risk pregnant women in Thailand, comprising the majority, as per the WHO-determined 
approximation.
Research limitations in the Thailand context, include the high value placed on politeness. While 
conducting informant interviews, I believe being an ‘outsider’ created the freedom for some 
participants to express ideas/opinions they would not to a compatriot. With respect of the 
qualitative findings, these are offered as a contribution to the existing body of knowledge, some 
findings consistent with already published work, others, to my knowledge, not elsewhere 
documented.
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Chapter 10
Conclusions and Implications
A broad, yet detailed picture of the birthing transition in Thailand has emerged. During the 
period 1945-2006, remarkable socio-economic, political, cultural, demographic and 
epidemiological changes took place in Thailand, influencing, and influenced by, changes in 
health services and general population health status. My initial scoping of relevant literature 
indicated improved overall health and reduced maternal mortality, but the overmedicalisation of 
birth, with high rates of intervention including caesareans.
Research Objectives and Thesis Findings
Maternity in Thailand, as elsewhere, has transformed from a socially-situated event occurring in 
home-settings with individualised care, to institutionalised, frequently interventionist, 
dehumanised, and industrial birthing. As my objectives outlined, I have identified antecedent 
factors in the transition, described birthing culture and ecology changes, discussed outcomes 
changes and analysed impact including lived experiences and expectations of women.
Changing Politics
Similar to birthing transitions in other industrialising and industrialised-country contexts, major 
political impetus came from a ‘moral imperative’ to reduce maternal and infant deaths, and 
capitalist ‘development’ agendas, where pursuing economic prosperity meant limiting 
population growth and achieving a ‘productive’ population. In analysing the processes of 
change through which birthing has travelled during this transition, I maintain, that the 
biomedicalisation, and subsequent overmedicalisation of childbirth occurred through a 
combination of social, economic, political, cultural, and health policy, system and services 
factors, which have been effected via ‘supply and demand’ mechanisms (Figure 9.1). In respect 
of these findings I assert that the Thailand birthing transition has, in several important respects, 
paralleled that of many industrialised countries during the 18th-20lh centuries. This socio­
political analysis revealed that precursors of hospitalisation in both contexts included (i) the 
establishment of biomedical authority through the discrediting of privately-practicing midwives, 
and their eventual elimination, (ii) the subjugation of midwifery within nursing, (iii) the claim to 
superior knowledge and skills by medical institutions, promoting consumer confidence and 
trust, (iv) increases in the supply of readily accessible reproductive services (becoming
-  267 -
acceptable over time), including biomedical technologies for pregnancy and birth, and (v) 
creating a demand for fertility control which engaged women in RH services.
Changing Ecologies and Cultures
Expanding on prior Thailand research on ‘traditional’ birthing, and some aspects of women’s 
negotiations with modernity, this study enabled a deeper understanding of change processes 
from women’s perspectives -  how women in Thailand came to adopt new ways of doing birth, 
despite possessing a model considered largely ‘successful’, and while maintaining broadly 
similar values and expectations of birthing care, generally, ‘safety’ and comfort. By exploring 
phenomenological concepts within narratives and discourses of birthing past and present, I was 
able to conceptualise the deeper impact, what the transition has meant for women today. 
Additionally, this study enabled an understanding of why women changed their preferences 
regarding sources of optimal birthing care, and how birthing was transformed through a 
‘colonisation’ of the social and cultural birth spaces, following and during which behaviours and 
attitudes also changed. Outcomes were not only defined in discrete terms, such as birthplace 
and attendant, rather, the concepts analysed incorporated birthing ‘cultures ’ -  practices, beliefs, 
and expectations, birthing ‘ecologies' -  the ‘setting’ incorporating interpersonal interactions 
between ‘actors’ and their environment.
Changing Strategies, Determinants and Outcomes
In terms of strategies; from associations observed in population-level trend data, it would appear 
that, of all currently advocated ‘safe motherhood’ strategies, the significant reduction in 
maternal deaths in Thailand was mainly influenced by fertility decline occurring concurrently 
with increased availability and uptake of modem contraceptives, and potentially, an increase in 
‘skilled care’ at birth, though not institutionalised, as during the greatest declines in deaths (to a 
‘low’ level) (cl960-1980), the majority of births were located in home-settings, the largest 
proportion attended by lay-midwives. While associations were observed, it was not possible to 
determine causality or enable attribution due to the complex nature of transitions and data 
limitations. It is likely that another key factor in this mortality decline was significant 
improvement in overall maternal health, related to the social determinants, thereby reducing 
background risk.
Changing Birthing Cosmologies
To assert and conclude is incongruent with the very nature of phenomenology. Instead, I offer 
‘understandings’ which paradoxically, leaves much to be understood, much to be said, thought, 
and known (Smythe 2011). Older women’s birthing stories contest the dogma of childbirth as 
risky and dangerous. Many women maintained it was ‘normal’, difficult at times, but often easy,
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while at the same time, vulnerability was acknowledged, therefore, all available resources were 
utilised, and women were often rewarded with a transformative, transcendent and empowering 
experience. Deaths and mishaps occurred as part of the karmic lifecourse.
Within the local belief system, agents, rituals and symbols around birth, facilitated a link 
between the tangible earthly and the intangible cosmic/spiritual, which fulfilled a crucial and 
inseparable function in birthing of the past (and still does in much of the modem-world). One 
reason cited for the historical demise of midwifery in other settings was believed to be 
midwives’ failure to identify their unique ‘disciplinary capability’ (Chapter 3), and I argue, this 
was also a factor in Thailand. Along these lines, the acquisition and preservation of 
authoritative knowledge by midwives in Guatemala, through a process of “sacralisation”, was 
explained by Cosminsky (2001:359). The author contended, by considering the belief of 
midwives in the sacred guidance, power, and spiritual aspects of their practice, that their “access 
to spiritual sources of knowledge”, enabled consumer confidence in their abilities to 
successfully fulfil their roles, despite challenges from biomedicine (Cosminsky 2001:359). 
Thus it could be said that these midwives laid claim to a unique ‘body of knowledge’, which 
enabled them to retain their primacy of place in birthing.
In terms of the transition’s broader impact, birthing hospitalisation and medicalisation in 
Thailand was part of a major cultural shift. I propose this shift occurred through a process of 
transference. While a few artefacts or ‘tokenisms’ of ‘traditional’ birthing remain, a larger 
semblance, representation, or ‘reincarnation’ of the ‘sacred cosmology’ -  once inextricably 
linked with and governing life, birth and death (Muecke 1976; Whittaker 1999; 2001); can be 
found in the absolute trust and belief placed in the institution, authoritative knowledge, agents, 
rituals and symbols of biomedicine. Biomedicine, and its forms, I argue, has been almost 
ubiquitous in acquiring a mythical status, where the instruments of “magic” are now modem 
pharmacology, surgery, technologies -  caesarean and ‘assisted births’, episiotomy, 
ultrasonography, intravenous solutions; all needed to “help” the passage of birth. This 
mythological status is now embodied in and conferred on the ‘expert doctor’, while being 
personified through the power of the institution via the conduct of mysterious ritualised 
practices, the medical “gaze” (Foucault 1973:107-123) of surveillance procedures, and the 
persistent exclusion of ‘mortals’, both physically, and through knowledge exclusivity. 
Moreover, I would offer, further to Muecke & Srisuphan’s (1989) conclusion on socio-political 
and biomedical parallels in Thailand, that since births had once been ‘male-mediated’ -  men 
had traditionally performed roles involving the conduct of spiritual rituals and cosmic 
intercessions; the transfer of this role to mostly male medical doctors, was fluid and unhindered.
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Changing the Stories of Birth
Hospital birthing in this context, represented not only a “colonising” of the birth space, but a 
colonising of birthing cultures, the impact of which, 1 argue, if left unchallenged, will be the 
extinction of normal birth. Furthermore, women’s birthing stories, as told in this thesis, are in 
danger of being rewritten through the dominant and powerful discourses of the “colonised” 
expert, that is, birthing was risky and dangerous and a ‘lucky’ few survived. As found in other 
contexts, hospitalisation was not only important in significantly changing birthing ecologies, to 
significantly influence practices and behaviours, thus changing the birthing experience, but 
further, has succeeded in fundamentally changing the way women perceive themselves in the 
world -  ‘embodied womanhood’. Moreover, I contend this change has not only come about for 
women participating in the birth experience, but has brought change for all women, by nature of 
‘existing’ in women’s perceptions as the way birth is ‘done’, that is, birth as a ‘surgical 
procedure’ rather than a transformative life event. Furthermore, I argue that uncontested, this 
‘perceived reality’ acts as a powerful tool for social control, maintaining the status quo -  
keeping the powerful in power, and making resistance unimaginable.
As a key component in this transition description, I explained the predominant socio-political 
forces operating from the 1960s which shaped women’s reproductive and birthing choices. The 
adoption of birth control was not only significant in the immediate-term as it influenced the 
choice of birthplace, in the medium-term it reduced mortality risks, but ultimately it 
dramatically affected the birth experience long into the future. In the present day, despite the 
mystical means and methods employed by modem medical men, the focus seemed now to rest 
on subjugating innate forces of nature, controlling the body and birthing through technology, 
whereby birth had become rather mechanical. I argue that birth has been redefined largely 
through the processes of institutionalisation, where birthing is now pathological, and a new 
‘birthing system’ has been created. Biomedical constructs such as risk and safety now dominate 
discourses. In the modern-day, reminiscent of industrialised countries’ transitions, the 
convenience and perceived superiority of the biomedical institution (embodied in ‘the hospital’), 
has undermined previously held beliefs, redefined birth, transformed popular birthing culture, 
and changed values and behaviour to conform to biomedical and state-sanctioned norms.
From these findings I conclude, that because most women in the modern-day experience birth 
within the confines of institutionalised biomedicine, they expect to avail themselves of surgical 
and pharmaceutical services in a convenient and scheduled fashion, in order to experience ‘pain- 
free’ births, and ‘do motherhood’ within the broader spectrum of fast-paced, technologically- 
driven lives. Consequently, women are engaged with their medical professionals in “socially- 
sanctioned” rituals that reinforce institutional power -  ownership of women’s bodies and 
offspring; relinquished only at hospital ‘discharge’. There is little scope for contesting the
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medical dominance embodied in obstetric-led care, as alternative social models embodied in 
midwifery-led care and/or out-of-hospital birthing options are not offered within the maternity 
system in Thailand. Nevertheless, young women held greater expectations, somewhat 
disillusioned by their birthing experiences, they desired the transformation they know is 
possible, but also appeared resigned. Many aspects of prevailing birthing cultures and ecologies 
were found to hinder normal birth and positive experiences.
Changing Systems
While significant advances have been made in health workforce development, and the provision 
of ‘skilled care’ at birth, I contend that maternity services policy reflects political interests and 
values inherent in international biomedicalised discourses (eg Safe Motherhood). In this sense, 
Thailand’s transition has been “cosmopolitical” (Jordan & Davis-Floyd 1993) exhibiting 
elements of sameness with birthing transitions elsewhere, while clearly, unique aspects were 
also apparent (Van Hollen 2003). A policy approach focused on birthing pathology (mortality), 
has influenced health services development and the maternity system, which has subsequently 
influenced care practices. Maternity services are patterned after a hospital-based, industrial 
(versus woman-centred), obstetric-led model, where ‘alternative’ settings and care (eg 
midwifery-led units) are unavailable in the mainstream.
The analysis of contemporary maternal and perinatal health issues enabled a limited assessment 
of hospitalisation and medicalisation effects, where overmedicalisation and equity issues were 
found. Data indicated that reported rates of some outcomes have increased in recent years, 
including maternal mortality and severe morbidities. The health and well-being of adolescents 
as well as ethnic minority and marginalised groups needs particular attention, where rather than 
adopting a traditional dependency model an approach addressing the social determinants of 
health, facilitating self-determination and/or a capabilities approach may yield better outcomes.
This study showed that women in Thailand, as elsewhere, sought to improve birthing 
experiences through attempts to make it safer and more comfortable. The biomedical approach 
and obstetrics care model has gained pre-eminence, largely because of a prevailing belief that it 
is safer. Moreover, ‘traditional’ settings and lay-midwives’ knowledge were contested, where 
biomedical knowledge and technology have surpassed old ways in the modernisation drive. 
However, the impact has been overlooked, unmeasured, or underreported. While research and 
policy initiatives highlighting the need to promote and support normal birth have been 
accumulating in western, and some middle-income contexts (eg Brazil, China), I argue that 
elsewhere, disease-focused, risk-oriented international approaches encourage medicalisation, 
therefore, the birth market is booming and is fast becoming ubiquitous. While Van Hollen 
(2003:15) argued the need to “dispel the misconceptions embedded in those feminist studies that 
view all the controlling aspects of biomedicalised births as derived from a western historical
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legacy of the Enlightenment and Industrial Revolution and that present a romanticised vision of 
holistic ‘Indigenous’ birth ...(‘ethno-obstetrics’), as egalitarian, ‘woman-centred,’ and non­
interventionist”, clearly there are lessons from history that can be learnt -  from the good and the 
bad. Certainly aspects of ‘traditional birthing’ could never be rightly “romanticised”, but 
neither can aspects of modern-day birth.
Globally, the failures of ‘modem’ birthing systems are being recognised, where ‘traditional’ 
methods, practices and systems are being re-examined and re-adopted, and 1 assert that an 
alternative, integrated, system framework is needed. Holistic, woman-centred, midwifery-led, 
‘Indigenous’ paradigms promoting healthy birth and outcomes are available and can be adapted 
and utilised, such as those outlined in the “Mother-friendly Childbirth” and “Better Births” 
Initiatives (Biro 2011; CIMS 1996; 1997; EHCRC 2001; IMBCO 2008; Smith 2003). Similarly, 
fiere are alternative ‘development’ approaches, focusing on well-being rather than mortality and 
morbidity.
Implications for Policy, Systems and Programs: Envisioning a Woman-Centred, 
Normal Birth Agenda in Safe Motherhood
“ ...Every mother and ...newborn needs skilled maternal and neonatal care provided by 
professionals at and after birth ...close to where and how people live ...to their birthing 
culture, but at the same time safe, with a skilled professional able to act immediately 
when ...complications occur. The challenge that remains is ...not technological, but 
strategic and organisational” (WHO 2005b:61).
"'he study findings have significant implications for maternity system policy in Thailand and 
more broadly. I envision a “healthy birthing”, woman-centred approach, set on a “mutual 
accommodation” principle (Jordan & Davis-Floyd 1993:132-9).
‘Retro-Scientific’ Birthing
Midwifery-led care models promote normal and healthy birthing, protect women’s birthing 
rights, empower women and families, and facilitate positive experiences. Given the compelling 
evidence from diverse contexts supporting ‘alternative’ birthplaces and midwifery-led models, 
and their successful application in other ‘emerging country’ settings, women in Thailand would 
likely benefit from these. Health system cost-benefits are also possible. Campero et al. (1998) 
argued for a reconceptualising of birth in holistic terms, and this is essential in Thailand to put 
•vomen first, offer woman and family-centred care, continuity of caregiver, and focus on 
equitable, high-quality care incorporating traditional components where appropriate. A 
•eorientation of the existing maternity system would be needed to develop and implement 
nidwifery-led care. In order for midwives to become primary caregivers, and for midwifery to 
De an autonomous, health-promoting profession, changes would be necessary to health 
orofessionals’ education. Direct-entry midwifery degrees would facilitate a ‘new’ identity. The
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establishment of a midwifery College affiliated with the International Confederation of 
Midwives, would improve maternity services, increase the recognition of professional 
midwifery, ensure practice standards and regulation.
Essential to the success of such system change, would be an awareness of structures and 
institutions that have enabled ‘industrial birthing’ and propagate it. Institutional births do not 
have to be medicalised births, through midwifery-led models. Many have called for reform of 
maternity systems founded on medical and economic priorities (Perkins 2004). However, 
structural barriers to midwifery utilisation have been identified, and some would seem relevant 
in this context including, “the general public assumption that obstetricians are the best 
attendants... and ...lack of awareness of midwives’ knowledge, skills, and competence”. 
Furthermore, “hospital and physician resistance to midwives” was explained (Johnson & Davis- 
Floyd 2006:527-8), where it was contended that a “misfit” exists between hospital values and 
culture, and other (non-medical) ways of doing birth. Other institutional factors included: “lack 
of ...and high cost of insurance”, lack of “educational programs... legalisation and licensure”, 
“negative publicity”, “insufficient financial support for ...midwifery boards”, denial of “hospital 
privileges” for midwives (Johnson & Davis-Floyd 2006:529-533).
Universally, care quality must be monitored and issues addressed, requiring adequate and 
appropriate data, well-functioning and effective monitoring systems, national leadership in 
governance and regulation, and the implementation of evidence-based care needing adequate 
resources and political will. Findings indicate that obstetrics practice should be externally 
regulated (as is midwifery), where a more comprehensive system of outcomes monitoring must 
be established, and clinical practice improvements should be prioritised using current evidence. 
Incentives for performing non-medically indicated caesareans and other interventions should be 
investigated, monitored and eliminated. Increased physician surveillance has been shown to 
reduce unnecessary surgery, and has been recommended (Scully 1994).
Enhanced support for and engagement with consumer organisations would improve partnership 
and consultation with women, ensuring women’s voices are represented in maternity care policy. 
Consumer groups can be an invaluable resource for research on women’s needs, and can also 
provide evidence-based information services to the community. Information and education 
support fully-informed decision-making and empower women, and this aspect of care must be 
strengthened. Global networking can facilitate learning, where findings can be considered, 
adapted or selectively applied.
General health and education improvements, brought about by addressing the social 
determinants, will benefit women and newborns. Multi-level population strategies including 
effective health promotion, as well as targeted and local area policy and programs would 
improve these determinants in target groups, enhancing health. Policy and strategy
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development for improving the social determinants for adolescents, rural/remote populations, 
ethnic minorities, migrants, and refugees would be beneficial, and generally, facilitating good 
access to quality RH services.
Notwithstanding the progress made in reducing deaths in Thailand, there remains an array of 
reproductive and maternity care challenges yet to be understood and addressed. Improvements 
in data type and quality, monitoring and evaluation would be invaluable in enabling innovative 
policy approaches. An expansion of the national perinatal dataset is crucial, and investment in 
birthing research. Private providers’ data must be supplied, where better regulation can be 
achieved through analysis and auditing. Dedicated resources will be needed to ensure data are 
used to inform maternity care planning, implementation, evaluation and improvement. 
Effective programs to improve birthing outcomes and inequalities can only be developed with 
sufficient contextual knowledge, and ideally, data and information should be available for 
consumers and services managers. AbouZahr (2003a: 1) argued that “sound information is the 
prerequisite for health action: without data on the dimensions, impact and significance of a 
health problem it is neither possible to create an advocacy case nor to establish strong programs 
addressing it.” National standards should be developed for routine maternity data collection by 
an established expert group (eg perinatal epidemiology unit), and data should include women’s 
experiences. Factors contributing to adverse maternal and birthing outcomes should be 
identified, but also salutogenic factors -  those facilitating positive experiences and outcomes. 
Horton (2007:1526) asserted “robust and effective national statistics systems are essential if 
[event] registration is to become a reality. An independent ...statistics service requires strong 
government ministries, a functioning legal system and civil service, devolved local information 
networks to collect ...data, and a vocal civil society to press governments to act”. More detailed 
analyses of birthing outcomes variations is vital in order to ascertain population inequalities, to 
monitor the appropriate use of technologies, to strategically allocate resources, and for sound 
health policy decision-making.
The study findings have broader implications for diverse settings aiming to ‘improve maternal 
health’. Published evidence has demonstrated that maternal and perinatal outcomes can be 
improved while ensuring woman-centred, humanised birth, promoting positive experiences for 
women and families. This can be achieved through maintaining ‘social’ birth and midwifery- 
led care models. I contend that international partnerships with local women’s leadership (by 
women for women), would facilitate the development of innovative ‘Indigenous’ maternity care 
systems, rather than the transplanting of an unsustainable model supporting vested interests. 
The issue I see is in the ‘balancing act’. We also need a reorientation in international safe 
motherhood leadership and discourses to balance normalcy with risk, to better promote woman- 
centred, normal birth, and midwifery-led care models. We need ‘development’ approaches that
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deliver on the rights rhetoric, that incorporate a social view of health, and that empower and 
enable self-determination.
Concluding Remarks
The final point I want to express is my belief that birthing can be an empowering and 
transformative experience. While this is a story of struggle (Wagner 1994:5), where control 
over women’s bodies and birthing care has been asserted and contested for hundreds of years -  
struggles over class, gender, rational and subjective, science, technology and nature, material 
and abstract, triumph and resistance, and ultimately, in the Thailand context, women’s 
disempowerment through patriarchal institutions; it does not have to end this way. This 
dissertation has traced that global struggle from birthing in women’s ‘space’, through assertions 
of ‘scientific’ birth, western biomedicalisation, colonial redefinitions of reproduction, and 
ultimately, to the modern-day global marketing of technoscientific birth and its eventual 
proliferation. Today, we have some political will, to effect safe motherhood. We have the 
biomedical and obstetric means to address the immediate medical causes of maternal deaths, to 
effect safe motherhood. We have some understanding of broader factors allowing the 
underlying causes of ill-health to discriminate against women, and how these can be reduced, to 
effect safe motherhood. We know a lot about maternity systems, policies and care models that 
benefit women and improve their likelihood of a ‘better birth’, effecting safe motherhood. We 
also have evidence that activating women’s networks can bring about increased demand for 
quality birthing care, to effect safe motherhood. Most importantly, I hope, we are learning to 
put women back in the centre of birth, to listen, and to recognise how to respond to their needs 
more optimally, in order to effect truly safe motherhood. As resistances have been considered 
throughout the thesis, we, as women, can choose not to acquiesce, not to accept the worldview 
asserting superiority of the male prototype; we can restore the power to birth.
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Appendix 1: Industrialised-World Birthing Transitions
T a b le  A l :  S u m m a ry  o f  K ey  S o c io -P o lit ica l F ea tu r es  o f  In d u str ia lised -W o r ld  
B ir th in g  T ra n s itio n s:  S ton e A g e  to 19th C en tu ry
P e r i o d K e y  E v e n t / F e a t u r e R e f e r e n c e s
B ir th in g  in  th e  S to n e  A g e , N e o lith ic  P er io d , and  E a r ly  H is to r y
■ D u r in g  h u n te r -g a th e re r ,  n o m a d ic  c a v e -d w e ll in g  life s ty le s , (Towler & Bramall
s u p p o s e d  w o m e n  d e liv e re d  in d e p e n d e n t ly ,  sq u a t tin g ,  la te r ,  
m e n  m a y  h a v e  a s s is te d .
1986:2)
■ S e ttle r  d w e llin g s  a n d  a g r ic u ltu ra l  e x is te n c e  b ro u g h t  
e x p e r ie n c e d  fe m a le  f a m ily  a n d  c o m m u n ity  m e m b e rs  a s  
m id w iv e s , ro le  r e p o r te d ly  r e ta in e d  fo r  c l 0 ,0 0 0  y e a rs .
(Towler & Bramall 
1986)
■ E a r ly  c a v e  d ra w in g s  in d ic a te d  m a n y  a n d  v a r ie d  b ir th Towler & Bramall
p o s it io n s ;  su p p o s e d  ro le  o f  m id w ife  p a s s iv e .
■ N o te d  w id e s p re a d  e x is te n c e  o f  m id w iv e s  in  d iv e r s e
(1986)
c u ltu re s  s ta tin g  . .m id w if e ry  g o e s  b a c k  a s  fa r  a s Rothman
. . . r e c o r d e d  h is to ry ” . N o n e th e le s s ,  m in im a l  d o c u m e n ta t io n (1982:50) (Towler
e x is ts  a b o u t th e  p ro fe s s io n ,  m o s t  th a t  d o e s , n o t  w r i t te n  b y  
m id w iv e s .
■ E a r l ie s t  w r i t te n  r e c o rd  o f  m id w ife ry  b e lie v e d  re c o rd e d  in
& Bramall 1986)
th e  b ib le 218; J e w ish  a n d  E g y p tia n  w r i t in g s  p o r t r a y e d  
m id w iv e s  a s  c a p a b le , s k il le d  p ro fe s s io n a ls .  E g y p tia n  
h ie ro g ly p h ic s  d e p ic te d  a sp e c ts  o f  f e m a le  m id w ife ry ,  
f e r t i l i ty  an d  b ir th  d e i t ie s 219, s im ila r  to  o th e r  c iv i l is a t io n s  o f  
A s ia  a n d  P e rs ia .
Towler & Bramall 
(1986)
■ G re e k  m id w ife ry  h ig h ly  d e v e lo p e d 220; an  “ h o n o u re d ” (Towler & Bramall
o c c u p a tio n .  L it t le  k n o w n  a b o u t  R o m a n -e ra  m id w ife ry . 
■ S u m m in g  u p  e a r ly  m id w ife ry  a n d  b ir th , th e  m id w ife
1986:12)
“ p ra c t ic e d  fo r  th o u s a n d s  o f  y e a r s  in  a  w o r ld  w h e re  b ir th  
w a s  re g a rd e d  a s  a  n a tu ra l  a n d  n o rm a l fu n c tio n  o f  th e  
.. .b o d y . S h e  .. .h e ld  c o n s id e ra b le  r e s p e c t  in  th e  e y e s  o f  th e  
w o m e n  sh e  s e rv e s  b e c a u s e  in  th e  v a s t m a jo r i ty  o f  b ir th s  th e  
c a re  sh e  . . . r e n d e r e d  h a s  b e e n  e n o u g h  to  in su re  th e  h e a lth , 
s a fe ty , a n d  c o m fo r t  o f  m o th e r  a n d  n e w b o rn .. .  S h e  
.. .m e re ly  h a d  to  a tte n d  n a tu re  a n d  to  w a tc h  a n d  p ro te c t  th e  
n o rm a l p ro c e s s  f ro m  in te r fe re n c e .”
■ A s s u m p tio n s  a b o u t  c h ild b ir th  h a z a rd s  in  e a r ly  t im e s
Arms (1975:152)
u n fo u n d e d .
■ A ro u n d  2 ndC  in f lu e n tia l  te x tb o o k  fo r  m id w iv e s 221
Wells (1975)
p u b l is h e d ,  a d v o c a tin g  a c a d e m ic  le a rn in g ,  sp e c ify in g (Towler & Bramall
218 Occurring in around 1800BC.
219 Including representations of Isis, a goddess of birth.
2~° Including women practitioners able to manage complicated births, and even referenced a midwife 
conducting successful caesareans.
221 Published in Greek, written by a Roman physician named Soranus, in the 6th century translated into 
Latin, and into English in the 16th century titled The Byrthe o f Mankynde. Reportedly, in 1661, a similar 
book in Chinese was discovered in Japan, so believed it may have been even more widely translated 
(Towler & Bramall 1986).
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important personality attributes -  midw'ives should 
“encourage [with] cheerful talk ...help 
.. .sympathetically..
1986:15)
■ A Roman222 considered “first man-midwife”, reported Arab 
surgeons used obstetric forceps but knowledge expired.
(Towler & Bramall 
1986:17)
■ China boomed223; demographically, commercially, Towler & Bramall
agriculturally, thus asserted, midwifery skills well- 
developed and prevalent224. Midwifery training apparently 
provided to women225, as males mostly forbidden to treat 
women.
(1986)
5th-14th Centuries:
The Dark Ages and the Middle Ages: ‘Witch’ Hunts, Domestic to Institutional 
Medicine, Barber-Surgeons Guilds____________________________ __________
■ Period controlled by Christian influences in Europe and 
Britain; a prevailing “preoccupation with the soul and the 
hereafter”, meant superstition/religious ideas dominated226.
■ The Saxons227 brought a comprehensive knowledge of 
herbs.
■ Church condemned practices attempting to cure; 
considered challenging ‘God’s will’ and heresy.
■ Trotula22* written (became standard obstetrics textbook); a 
growing fascination in some medical circles with abnormal 
labour and delivery, although midwives the “recognised 
practitioners of childbirth”.
■ 13lh-14lhC church and state executed real and supposed 
witches across Europe229 -  including midwives230; because 
they dared to defy God’s ‘curse’ by attempting to relieve 
suffering in childbirth; because midwives’ popularity a 
perceived threat to Episcopal and civil authority.
■ Named the midwife-witch “myth”; midwifery history 
“completely unbalanced by this ...stereotype...”.
■ Midwifery occupied a low social status231.
■ Perception of midwives: “ignorant and superstitious”, with 
“dubious” skills; summarised: “the best chance for mother 
and infant lay in an uncomplicated delivery and a midwife 
who had the good sense not to interfere ...encouraging the 
mother to trust in religion and the power of nature”.
■ Midwifery practised independently, largely “ignored” by 
university-educated physicians232; did not consider it of 
“public concern”.
■ Traditional “domestic medicine” role of women eroded, as 
they were excluded from universities.
■ Trade and travel increased despite wars, diseases, poverty; 
trade guilds established as men produced household items.
■ First sign of intrusion on midwifery ‘territory’, followed 
development of barber-surgeons’ guilds233; only these 
tradesmen234 held official right to use surgical instruments, 
sometimes needed for an intrauterine death235 .
(Towler & Bramall 
1986:21)
(Towler & Bramall 
1986)
Towler & Bramall 
(1986:27)
(Forbes 1966; 
Towler & Bramall 
1986)
Harley (1990)
(Forbes 1966:112; 
Towler & Bramall 
1986)
(Rothman 
1982:51; Towler & 
Bramall 1986)
(Towler & Bramall 
1986:29)
(Towler & Bramall 
1986)
(Rothman 1982; 
Towler & Bramall 
1986)
222 Named Aeginetta, who also advocated vaginal examinations in labour.
223 Between the 6,h and 13th centuries.
224 It is known that during 700-800AD in Buddhist culture, nuns treated diseases, and it has been assumed 
that they also provided midwifery services.
225 Around 772AD.
22<> Monasteries were the only educational institutions, where predominantly men studied mainly 
theological ideas in Latin.
227 400-600AD.
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15th-16th C enturies:
T he R enaissance, R eform ation , E arly L ying-in , and M idw ifery  R egulation
■ C o n t in u a t io n  o f  c e n tu r ie s  o ld  m id w ife ry  p ra c tic e s .
■ 15lhC 236 m e d ic a l  f a c i l i t ie s  w e re  p ro v id e d  in  E u ro p e 237; 
in c lu d e d  c o n c e s s io n s  fo r  ‘ly in g - in ’; w e re  a b o lis h e d  d u r in g  
th e  P ro te s ta n t  R e fo rm a tio n .
■ R u d im e n ta ry  m id w if e r y  re g u la tio n  b y  th e  c a th o l ic  
c h u rc h 238 in  B r i ta in  ( 1 6 lhC ), a p p re h e n s iv e  th a t m id w iv e s  
fo llo w  c o r re c t  p ro c e d u re s  fo r  n e w b o rn  b a p tis m 239.
■ A c t p a s s e d 240 a l lo w in g  c h u rc h  re p re s e n ta t iv e s  to  lic e n c e  
m e d ic a l  a n d  s u rg ic a l  p ra c tic e ;  th is  la te r  e x te n d e d  to  
m id w ife ry 241.
■ M id w ife ry  p r a c t ic e s  m o n ito re d  d u r in g  E p is c o p a l  v is its ;  
in te r ro g a t io n s  c o n d u c te d  o n  m id w iv e s ’ re l ig io u s  lo y a l t ie s ,  
c h a ra c te r ,  a n d  b e h a v io u r s ,  a n d  e x c o m m u n ic a t io n  p o s s ib le .
■ M id w iv e s  w e re  m a l ig n e d ,  w h a te v e r  th e  b ir th  o u tc o m e s .
■ c 1 540  T h e  B i r th  o f  M a n k i n d  t r a n s la te d  a n d  p u b lis h e d ; 
re c o m m e n d e d  m a n y  u n n e c e s s a ry  b ir th in g  in te rv e n t io n s 242.
(E ccles 1982) 
(Forbes 1966; 
T ow ler & B ram all 
1986)
(E venden 2000; 
Forbes 1966; G uy 
1982)
(E venden  2000; 
Forbes 1966)
(Forbes 1966)
(T ow ler & B ram all 
1986)
(E ccles 1982)
17th C entury:
T he T echnologica l U niverse and the M echanised  Body, R ise o f  the M an-M idw ife
■ C o n te n d e d  th e  “ r a p id  c o m m e rc ia l  e x p a n s io n  o f  w e s te rn  
so c ie ty ” , in d u c e d  a  m e c h a n is t ic  in te rp re ta t io n  o f  th e  
u n iv e rs e  w h ic h  b e c a m e  th e  d o m in a n t  m e ta p h o r;  sc ie n c e  
“ p ro v id e d  th e  im p e tu s  . . . r a t io n a le  fo r  a  n e w  v ie w  o f  
o b s t e t r i c s . . . ” .
■ P h i lo s o p h e rs  a s s e r te d  “ e n lig h te n e d ” in d iv id u a ls  c o u ld  “ fre e  
th e m s e lv e s  f ro m  th e  l im ita t io n s  o f  . . . s u p e r s t i t io n ” a n d  
“ d is c o v e r  th ro u g h  s c ie n c e ” “ p re d ic ta b le  la w s” g o v e rn in g  
th e  u n iv e r s e ,  e n a b l in g  m a n ip u la t io n  o f  th e s e  th ro u g h  
te c h n o lo g y 243.
D av is-F loyd254 
(1987:481; 
1990:176) 
(E ccles 1982:1)
(D avis-F loyd
1990:176)
” x Written in Latin during the 11th century, at a medical school in Salerno, Italy and based on earlier work 
by Soranus et al. Translated into English in the early 15,h century.
229 In Britain, it was reported, that about 30,000 people were killed by around 1735, when the laws were 
repealed.
230 The accused were often simply using herbs, and sometimes ‘magnetic’ stones, or scripturally-based 
charms.
231 As with the practice of medicine, it was believed ‘unsophisticated’.
232 Now reluctantly tolerated by the church.
233 13th century Britain.
234 They were not doctors.
235 It was argued by Towler & Bramall (1986) that although this craft was essentially about alleviating 
human suffering, it was not condemned by the church or state, as it was performed by men, versus 
midwifery practices performed by women.
236 Byzantine Era.
237 In hospitals and monasteries.
238 And subsequently the protestants.
239 Which midwives had reportedly been conducting as necessary, since at least 1303 (Forbes, 1966).
240 By Henry VIII in 1512.
241 Instituted with an Oath of Office -  one example from 1584 spelt out the church’s ban on the use of 
“witchcraft, charms, relics...” in birthing (Forbes 1966:145).
242 Including removal of the placenta by traction, which subsequently became universally practiced.
243 Such ideas were desirable, according to Davis-Floyd (1987:481) in order to “decrease ...dependence 
on nature...”.
244 Around 1616, by a petition to the King.
245 As the college had earlier recommended.
246 They were not found until more than 100 years after Chamberlen’s death. His grandiose claims and 
project proposals continued, but he was dismissed from fellowship of the college in 1649 (Spencer, 1927).
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Following “technological model of reality”, a technological 
model of the human body originated in Descartes’s idea of 
“mind-body dualism”, whereby “the Cartesian model of the 
body-as-machine...” originated.
The body, once separated from the soul/mind, thus freed 
from previously imposed restrictions; could now be 
examined as scientific endeavour.
Merchant stated: the subsequent “manipulation of nature” 
was legitimated by the accepted mechanical framework, as 
was “disciplining bodies” through medicalisation. 
‘Reproductive bodies’ the subject of emerging public 
fascinations.
Concerns about reproductive mortalities; “abuses” of 
midwifery. However, midwives’ practices were informed 
by man-midwives’ ideas, despite little consensus among 
the new ‘experts’.
Midwives attempted244 to form a society with the King’s 
support; the College of Physicians, though proclaiming 
midwives “very ignorant”, opposed it stating it was 
“neither necessary nor convenient that they should... [self] 
govern...”; offered their “learned men” to “instruct
(Davis-Floyd 
1987:481; 
1990:176; Keller 
2007; Rothman 
1982)
(Davis-Floyd
1990)
(cited by Davis- 
Floyd 1987:481) 
(Clarke et al 
2003:172)
(Eccles 1982)
(Spencer 1927) 
(Forbes 1966:145- 
6)
(Eccles 1982)
(Forbes 1966; 
Phillips 2007) 
(Spencer 1927:iii- 
iv)
them...”.
Signalled a desire to establish medical authority over 
midwives, midwifery, birth, through the new patriarchal 
institutions (Weber’s theory on monopolisation). 
Declaration formally de-authenticated, devalued 
‘midwifery’, while asserting claims to the superiority of 
medical knowledge for birthing; though widely recognised 
many doctors knew very little midwifery, were 
inexperienced.
Other attempts made to control midwives; in 1642 
licensing authority transferred to physicians and 
surgeons246; childbirth determined a “surgical operation”. 
Noted in 1687, 20-year mortality increased eight-fold; 
“midwifery” forceps246 family secret maintained.
Prior, upright birthing positions were normal; attendance 
by female neighbours/friends; bed delivery247 became 
popular, then lithotomy position.
“Fetching” the placenta248, manual removal considered 
‘best-practice’, “proof of greater skill”, recommended by 
“the greatest Masters”, with dire (fatal) consequences 
predicted if omitted.
Postnatally, folk techniques often used, herbal decoctions 
for bathing.
Some contemporary ‘expert’ recommendations actually 
disadvantaged higher social class women and newborns,
(Berlant 1975)
(Keller 2007; 
Phillips 2007; 
Rothman 1982)
(Forbes 1966; 
Spencer 1927)
(Forbes 1966:153)
(cited by Forbes 
1966:153; Spencer 
1927:vii-viii)
(Eccles 1982)
(Eccles 1982:92)
(Eccles 1982)
247 Believed to have been introduced in France by man-midwives sometime before 1660.
248 Immediate extraction.
244 Women were not believed capable of handling instruments or of applying knowledge correctly in such 
situations.
250 For example “shyness” due to a man’s presence, “hatred to some woman present”. Other factors were 
“extreme youth or age, weakness ...and lack of fortitude...” and “accidental factors” were also recounted 
related to spiritual beliefs (Eccles, 1982:101 -2).
251 This is more likely to have had a beneficial effect.
252 Many were meticulously instructed on decorous conversation.
253 Meticulously argued by Elizabeth Cellier, a London midwife, in 1687.
254 Cited Merchant’s The Death o f Nature.
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more likely to engage the man-midwife.
For complicated births, medicines, traditional methods 
largely maintained, if unsuccessful a man-midwife was 
called249.
Impact of psychological, environmental and social factors 
(including anxiety) on prolonging labour were known250. 
Medical advice for retained placenta was blowing, 
sneezing, retching; convulsions/haemorrhage sometimes 
treated by ‘bloodletting’; midwives apparently used a 
cooling regimen251.
Despite poor technical understanding of anatomy and 
physiology, midwives may have possessed better birth 
knowledge than ‘educated’ and ‘professional’ man- 
midwives.
Although recognised that women who birthed alone “often 
had the easiest and healthiest births”, well-off women 
employed men ‘just-in-case’ of complications. 
Men-midwives endeared themselves to women with 
‘superior’ bedside manner252; growing popularity attributed 
to perception of superiority due to publications promoting 
“greater skills and education”.
Collections of case-histories showed distinct change in 
expression, where “focused attention” now on “the 
character and accomplishments of practitioners”.
Narratives created a striking picture of affinity with 
childbearing women, succeeded in asserting the 
“transcendence of masculine mind”.
Rising prestige and superiority assertions were not 
unchallenged; midwives resisted medicalisation; Scheme 
for the Foundation o f a Royal Hospital21, based on 
midwifery model.
“Medical discourse legitimised the naturalisation of female 
inferiority ...[particularly] the female midwife... conflating 
femininity with ignorance and ...irrationality as opposed to 
scientism”.
Prevailing social restrictions worked against midwives, 
birth was “pathologis[ed]”; women and birthing women 
themselves excluded as participants in their own births.
(Eccles 1982)
(Eccles 1982) 
(Phillips 2007)
(Eccles 1982)
(Eccles 1982)
(Eccles 1982:120)
Leavitt (1983) 
Eccles (1982:121)
Eccles (1982:120) 
Phillips (2007)
Keller (2007:158) 
(Keller 2007:159)
Allotey (2011) 
Phillips (2007)
(Phillips 2007:41)
(Phillips 2007:37)
18th Century:
Defective Machines, the Medical Control of Birth, the ‘Fruitful’ Colonies
Following the body-as-machine metaphor, obstetrics 
emerged from “the-female-body-as-defective-machine” 
metaphor255. Once metaphor was widely accepted came 
the “demise” of midwives and increase in “male-attended, 
mechanically-manipulated birth”.
Necessary to produce instruments and technologies, to 
‘improve’ the “dangerous [birth] process” once defined as
Davis-Floyd 
(1987:482; 1990)
(Davis-Floyd
255 A view born of the dominant belief system in Western Europe (Catholicism) that women were inferior, 
as the male body was established as the machine prototype (Rothman 1982; Cahill 2001, Keller 2007).
256 As midwives did not undertake the current medical management fad -  conducting manual removal of 
the placenta (extremely hazardous in retrospect).
257 Including fistulas and third degree perineal lacerations, caused by the use of instruments, and 
aggressive “stretching” practices.
258 Due to scarring.
-  283 -
such.
■ Beliefs changed from birth as “natural, if hazardous.. to a 
disease-state.
■ Asserted “the heroics of modem medicine, exemplified in 
the rational efficiency of the male-midwife, establish the 
supremacy of mind over matter by employing precisely 
what the model seeks to devalue, that is, manual -  material 
-  [birth] intervention...” However, through “deftly 
designed” medical case-histories, he created a privileged 
identity and emerged as the “Enlightenment hero” having 
established himself “as the exclusive rational authority... -  
...eclipsing the subjectivity of competing practitioners 
...reducing the parturient woman to silence”.
■ New obstetrics not associated with unequivocal benefits; 
rapid uptake of obstetrical forceps occurred, and arguments 
about unnecessary use. Forceps not the “enormous 
breakthrough” assumed, where interference likely 
sometimes caused harm, yet non-interventionist approaches 
(but ‘successful’ outcomes) o f ‘ignorant’ midwives were 
criticised256.
■ Childbirth injuries2'’7 common; perineal suturing began, 
ensuring men-midwives’ re-attendance at future births2"8.
■ Ironically, complaints made of today’s obstetric methods 
levelled at midwives -  they intoxicated women so they 
were incapable of following directions while the man- 
midwife was “extracting the child” (i.e. anaesthesia). 
Vaginal examinations (VEs) conducted by man-midwives, 
as midwives deemed inept at ascertaining labour progress, 
said midwives interfered inappropriately because of haste 
to attend others259.
■ Some “psychological satisfaction and social bonding... 
sacrificed for ...safety...”
■ Argued “scientific enlightenment and technical 
improvement” had to come through men’s involvement in 
midwifery, since women excluded from education.
■ Contended ultimate “success” of men-midwives due to 
“rational evaluation by women ...of the[ir] respective 
merits... a conscious decision to employ men...”. 
Contention ignores significant political and social 
pressures, restrictions on women’s decision-making, and 
‘evaluation’ was not ‘rational’ since limited ‘evidence’ 
available to inform; ‘evidence’ did not support assertions 
of safety260. However, “rational [birthing] management” 
exalted, where “the ‘mystique’ of female ...habits... the 
social and psychological needs of pregnant women...”,
1987:482).
Phillips (2007:32)
Keller (2007:10) 
(Keller 2007:16-7)
(Eccles 1982; 
Phillips 2007; 
Rothman 1982) 
Rothman 
(1982:52-3)
(Eccles 1982)
(Eccles 1982:103)
(Eccles 1982)
Eccles (1982:123-
4)
(Eccles 1982:124)
(Eccles 1982:87)
259 Although pelvic deformity and “inadequacy” had now been recognised as significant causes for 
obstruction -  rickets was a common cause dating from the 17!h century, often due to inadequate urban 
environments and diets, and tight corseting, according to Eccles (1982:105).
260 Eccles (1982) also conceded the possibility that prior to asepsis, postpartum deaths may have increased, 
at a time when the man-midwife and the forceps were gaining popularity, although she perceived that a 
reduction in antenatal deaths and stillbirths was likely.
261 It was believed that “whores” had painless births while virtuous women suffered “great pain”.
262 One example is the elaborate lengths employed to ensure exclusive knowledge of the forceps, 
including blindfolding labouring women (Phillips 2007).
263 Where previously men had only attended complications, due to the restrictions placed on forceps use 
by women.
264 Sometimes against the best interests of women.
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considered obstructions to ‘scientific progress’.
■ Observed lower classes “fared better... than .. .rich”; 
differences in birthing “management” thought to account at 
least partially. Dick-Read apparently first inferred 
women’s expectations also “conditioned ...the perception 
of childbirth...”.
■ Growing authority “vested in [male] medical institutions” 
(theoretical knowledge), thus, practical experience and 
“women’s own knowledges and the unofficial networks 
through which knowledges were disseminated became 
subordinated ...suppressed [and] devalued”.
■ Man-midwife discourses asserted view of the female as 
delicate, weak, deserving of pity; sexual morality/purity 
connotations associated with ‘degree’ of labour pain261. 
Difficulties in labour sometimes ‘talked-up’ by women -  
indicated refinement, thereby conferring social standing; 
such enabled male practitioners to justify their fees while 
increasing “prestige”.
■ View that “deficiencies in .. .mother’s .. .powers” could be 
compensated for by “superior strength” of male attendant, 
gaining credibility.
■ Midwives lost autonomy when doctors claimed abnormal 
births as their “territory”, subsequently defined “all births 
as inherently pathological...”.
■ Asserted “growing popularity of the man-midwife .. .and 
his instruments ...not because of ...superior skills but 
...the[ir] power ...to convince women of the dangers of 
childbirth and ...incompetence of midwives”.
■ Commentators asserted medicine as an institution, formed 
a niche, creating a ‘mystique’262, also ensuring the 
emerging “political economy” was overlooked.
■ Noted politics around the emergence of western medicine.
■ “Learned explanations” frequently used by over-zealous 
man-midwives to hide mistakes, such that “the injured 
patient herself was convinced ...she could not thank him 
enough...”.
■ Asserted a link between birth customs and prevailing social 
values. US births attended by highly valued, respected, 
autonomous, independently practising midwives; all 
women’s business entirely in the female realm until c l770.
■ Long-held customs changed, as American men pursued 
medical educations in Britain and Europe, fertility 
declined, medical men moved into midwifery with the 
same rationale -  “childbirth was a dangerous and delicate 
process requiring the expert assistance of a [male] 
physician”.
■ A “patient-driven” market for man-midwifery argued.
■ “Gradually middle- and upper-class women were 
persuaded of the value of expert assistance, believing 
...birth would be safer and perhaps easier”.
■ Men-midwives “represented modernity and scientific 
progress”, influencing ‘fashion’ -  beliefs and cultures; 
competition created for attendance at normal births263.
■ Developing ‘consumer culture’, where fee-paying clients 
expected services, so men-midwives had to ‘perform’264 for 
fear of being perceived idle or ignorant, thereby asserted, 
women complicit in encouraging interference.
(Eccles 1982:86)
(cited in Eccles 
1982:86)
Phillips (2007:32)
(Eccles 1982:90; 
Phillips 2007:34; 
Schölten 1985)
(Eccles 1982; 
Rothman 1982)
(Eccles 1982:120, 
122)
Rothman
(1982:51)
(Rothman
1982:53)
(Jacyna 2006:53; 
Phillips 2007) 
(Schölten 1985)
Foucault (1994:90)
(Biggs 1983:23)
(Rothman
1982:53)
(Schölten 1985)
Schölten (1985:29)
(Biggs 1983; 
Wilson 2007:168) 
Schölten (1985:29- 
30) Leavitt (1983)
(Biggs 1983; 
Leavitt 1983; 
Phillips 2007)
Eccles (1982)
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■ Medicalisation: birth redefined in popular perception; the 
legitimation of “a medical definition of childbirth as 
pathological...”; subsequently provided “theoretical 
grounding for a high degree of medical intervention 
...[where] ...lives ...are seen as ...at risk”.
■ Role of hospitals changed dramatically in Europe, Britain 
and America to include ‘lying-in’; development of medical 
schools required clinical practice for students, and hospitals 
were the obvious source, attending the destitute.
■ ‘Male-midwifery’ became ‘obstetrics’; claimed as a branch 
of medicine.
(Schölten 1985)
Treichler
(1989:432)
(Fahy 2007; 
Jacyna 2006; 
Schölten 1985)
(Schölten 1985)
The 19 Century:
Colonial ‘Midwifery’, Anaesthesias, Forceps, Puerperal Fever, The Vilification 
and Elimination of Midwives
Medical “campaign to prove themselves indispensable in 
the birthing room”, physicians espoused the “scientific and 
medical principles...” of their work. Conversely, 
“specialised medical discourses” helped maintain women’s 
“positions of dependence and inferiority”.
Monopolies secured by the medical establishment -  over 
the use of instruments and anaesthesia.
Medical associations enabled access to state power, 
facilitated legislation against midwifery.
Common US obstetric practices: bloodletting265, drug use 
(opium), frequently forceps.
Physicians often highly inexperienced, having only 
theoretical knowledge266, taught on manikins, by 
embarrassed professors.
Women believed to have viewed forceps with fear and 
respect, while successes became “legendary”, some 
acknowledged risks, believing unnecessary use occurred; 
severe lacerations increased.
Asserted contemporary medical ‘culture’ and teaching 
methods created “eagerness”; an ‘imperative to act’ urged 
by professors; teaching based on “anecdotal” evidence; and 
inadequate guidelines.
Opposition to midwifery training26 based on ‘unknown 
risk’ argument -  man-midwives safest ‘just-in-case’. 
Women excluded from medical education; perceived 
inability to comprehend technical aspects, purported 
deficiencies in physical fortitude, “moral character” 
rendered them too sympathetic to enable necessary 
“exercise of judgement” and “active power of mind”. 
Contended midwives’ prior experience likely meant they 
were “eminently more capable”. Nevertheless, midwifery 
practices268 labelled “preposterous”; midwifery 
knowledge/midwives publicly disparaged.
Most American births occurred as previously269; a growing 
realisation among well-off women and physicians that
McMillen 
(1990:79) 
(Schölten 1985:36)
Jacyna(2006:27)
(Tew 1998)
Rothman
(1982:57)
(Leavitt 1983; 
McMillen 1990)
(Leavitt 1983) 
(Leavitt 1983:287)
(Leavitt 1983:287- 
8)
(Schölten 1985:43)
(Rothman 1982; 
Schölten 1985:43)
Rothman 
(1982:54) 
(Schölten 1985:44)
Leavitt (1983:289)
265 Apparently “uncritically accepted”.
266 However, this was asserted as superior to practical skills (Schölten 1985).
267 In Boston, around 1820.
26X Although deemed beneficial in light of today’s evidence, such as encouraging ambulation in early 
labour.
269 Physicians were not accessible or affordable for most women, even if desired.
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“fate” could be altered, important in the ready adoption of 
anaesthesia as the “birthing panacea”.
Anaesthesia270 reportedly widely demanded and used; 
attributed to women’s fear; anaesthesia described as “the 
greatest blessing of this age”.
Increasing ‘time pressures’ on physicians, may have 
encouraged the use of both anaesthesia and/or forceps. 
Comparable midwife- and physician-attended maternal 
mortality across settings. Concluded “physicians, with all 
their expertise and intervention^], did not 
...enhance ...birth... survival”, but “actually increased the 
dangers...” owing to their exposure to infectious agents 
and resulting epidemics of puerperal fever.
Puerperal fever responsible for over half maternal deaths in 
the 19lh century, persisted as the most common cause in the 
western-world, until mid-20lh century.
Contended obstetric procedures frequently impeded nature 
and “rarely improved a woman’s overall ...condition...”. 
Women’s hopes persisted in a belief that safety and 
comfort would be brought to them through medical 
‘advances’.
Similar trends in Canada. Prevalent “patriarchal ideology” 
facilitated elimination of midwives; need to eradicate 
competition a major motivation; as elsewhere, credibility 
of midwifery practice undermined, turning public opinion. 
Establishment of Colleges (1860s) enabled a “medical 
monopoly of knowledge”271, ensured self-regulation, and 
secured the patronage of elites.
Asserted by redefining childbirth as “scientific” doctors 
were able to “assert their superiority”.
Medical profession ignored resistance and opposition on 
the basis of female tradition and modesty, yet “indignantly 
espoused” these arguing against female physicians.
Doctors lamented loss of income to midwives, as if 
victimised272, despite charging more than double.
Women horrified at thought of male attendants, but 
“...easy to mistake quiet endurance for indifference!”. 
Once doctors became plentiful, it was asserted midwives 
were unnecessary.
While forceps use was undoubtedly indicated in some
(Caton et al 2002) 
(Leavitt 1983:289; 
1986)
Leavitt (1983:292) 
(Leavitt 1983:292)
Eccles (1982) 
(Loudon 2000)
McMillen
(1990:79-80)
(Leavitt 1983)
(Arnup et al 1990; 
Biggs 1983; 
Oppenheimer 
1983)
B iggs(1983:21) 
(Biggs 1983:25)
B iggs(1983:33)
(Biggs 1983:31) 
(Biggs 1983) 
B iggs(1983:25) 
(Biggs 1983:28) 
(Biggs 1983:33)
270 Initially, from 1847 ether and chloroform, and later ‘twilight sleep’ (omnipon and scopolamine) which 
had an amnesic effect, but rendered labouring women ‘animal-like’ necessitating bed strapping and/or 
‘padded cell’ methods.
271 Which, it was argued, was the self-sacrificing physician’s right to claim.
272 Even though midwives generally practiced in areas where physicians were unlikely to work.
272 1 out of every 11 births, in the years preceding 1874 in one physician’s practice.
274 From 1820 onwards in Ontario. These included female lock-hospitals (prisons with hospital facilities), 
and later infant homes, lying-in hospitals, and rescue homes were set up for prostitutes, the “unfortunate”, 
and unwed mothers (Oppenheimer 1983:42).
277 Initially, it was reported, people feared hospitals, as it was thought that doctors and medical students 
would use the patients or their bodies for dissections and experimentations (Oppenheimer 1983).
276 Assisted by doctors or occasionally midwives.
2 7 During the ‘pioneering phase’ (1820-1880) it was stated that many midwives had established their own 
lying-in cottages (Fahy 2007).
278 Especially in rural areas.
279 The first midwifery training school was organised by doctors.
280 As opposed to home-based, autonomous midwifery practice.
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cases, use increased alarmingly273 for many reasons; time 
saving, “notoriety”, higher charges, women’s impatience, 
anxiety of accompanying persons, pressure to be ‘doing 
something’, and physician ignorance.
■ Charity institutions274 were established for homeless 
women. From 1848, became lying-in hospitals, used as 
doctors’ training centres; most births still at home because 
of fears27' and stigma, and hospital births associated with 
high puerperal fever rates. Even where a difficult birth was 
anticipated, home was still preferred276.
■ Several factors believed facilitated gradual uptake of 
hospital birthing. Maternity boarding houses permitted in 
1897, with requirement “every birth ...be attended by a 
legally-qualified medical practitioner...”.
■ Hospital numbers increased, however, actual number of 
babies bom there stable.
■ Colonial Australian history reviewed from feminist and 
Foucauldian perspectives (neutral power). Limited 
representations from women and midwives, as minimal 
primary data/records.
■ Midwives “respected independent practitioners]”277, prior 
to rise of professional nursing, proliferation of general 
practitioners (GPs), and increasing medical authority.
■ Invited midwives often stayed with women pre and 
postnatally providing domestic help; midwives’ non­
interference and patience with labour documented in 
government records.
■ In 1891, midwifery and monthly-nursing a predominant 
women’s occupational group; constituted competition for 
GPs wishing to establish family practices. Lack of formal 
organisation and education meant midwives unable to 
“voice their ...right to practice”; same campaign to 
denigrate midwifery mounted.
■ As elsewhere, likely doctors were the vectors of puerperal 
sepsis, however cleanliness perceived to be “class-based”; 
stigmatised working-class midwives; being illiterate further 
disempowered them in countering claims they were unsafe.
■ Midwives remained popular/preferred278; despite class, 
gender, educational, economic disadvantages; the white 
male privilege associated with medicine.
■ “Strategic alliance” formed between nursing and 
medicine279, initiating the subordination of hospital-based 
obstetric nursing280, thereby eliminating competition.
■ Midwives became ‘assistants’; gradual change in social 
definition of surgeons -  originally ‘experts’ for difficult 
births, subsequently, ‘experts’ for normal births too.
■ In many contexts “superior results” with midwives;
however, “fact ...incidental to mythology and denied or 
ignored when it cannot be used to .. .substantiate a 
dominant position”.________________________________
Oppenheimer
(1983)
(Oppenheimer
1983:41-42)
(Oppenheimer
1983:42)
Oppenheimer
(1983)
(Barclay 2008a) 
(Foucault 1980) 
(Fahy 2007)
Barclay (2008a:4) 
Fahy(2007)
(Barclay 2008a; 
Hamilton 2011)
(Hamilton 2011) 
(Fahy 2007)
(Hamilton
2011:14)
(Fahy 2007)
Fahy (2007:27)
Fahy(2007) 
Barclay (2008a)
Willis (1989a) 
(Fahy 2007:27; 
Hamilton 2011)
Rothman
(1982:55)
Barclay (2008a:4)
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Appendix 2: Evidence for Optimal Birthing Care
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Table A3.3: Key Informant Participant Demographics
P s e u d o n y m I n t e r v i e w # L o c a t i o n  o f  I n t e r v i e w E m p l o y m e n t / E x p e r t i s e
K H 1 B K K A c a d e m ic / N u r s i n g
T N 2 B K K M O P H ,  E p id e m io l o g y
K S 3 B K K U N  A g e n c y
P T 4 B K K M O P H  M N C H
T P 4 B K K M O P H  M N C H
L A 5 B K K M O P H
S T 6 H a t  Y a i A c a d e m ic / M e d ic a l
L B 7 H a t  Y a i A c a d e m ic / N u r s i n g
D S 8 L a m p h u n M e d ic a l  O & G
P P 9 L a m p a n g M e d ic a l  O & G
J T 10 L a m p a n g C o m m u n i t y  D e v e l o p m e n t
M K 11 C h i a n g  M a i A c a d e m ic / N u r s i n g
A T 12 C h i a n g  R a i M e d ic a l  O & G
M W 13 M a e  H o n g  S o n M e d ic a l  C l i n i c i a n / A d m in i s t r a t i o n
S P 14 M a e  H o n g  S o n M e d ic a l  O & G
N K 15 M a e  H o n g  S o n N u r s in g
R S 16 M a e  H o n g  S o n C o m m u n i t y  H e a l t h  V o l u n t e e r
K T 17 M a e  H o n g  S o n M e d ic a l  O & G ,  A d m i n i s t r a t i o n
S S 18 M a e  H o n g  S o n I n t e r n a t i o n a l  N G O ,  H e a l t h  W o r k e r
A S 18 M a e  H o n g  S o n I n t e r n a t io n a l  N G O ,  N u r s in g
B K 19 M a e  H o n g  S o n M e d ic a l  C l in i c i a n ,  E x e c u t iv e
P H 2 0 M a e  S o t C B O ,  H W  T r a i n i n g  R H
D T 2 0 M a e  S o t C B O ,  H W  T r a i n i n g  T B A
H L 21 M a e  S o t H o s p i t a l / C o m m u n i t y  C l in i c a l
J K 2 2 M a e  S o t I n t e r n a t io n a l  O r g ,  M ig r a n t
L S 2 3 M a e  S o t C B O ,  H W  T r a i n i n g ,  M ig r a n t
M S 2 4 M a e  S o t N G O  M i g r a n t
N T 2 5 M a e  S o t R e s e a r c h /A c a d e m i c  M a l a r i a
P B 2 6 C h i a n g  M a i H e a l th  A d m in ,  H P /M N C H
R L 2 7 C h i a n g  M a i H e a l th  A d m i n ,  H P
L O 2 8 C h i a n g  M a i M e d ic a l  O & G
T W 2 8 C h i a n g  M a i N u r s in g  M a n a g e r
V W 2 9 C h i a n g  M a i A c a d e m ic / N u r s i n g
A N 3 0 B K K M e d ic a l  O & G
B L 31 B K K A c a d e m ic / M e d ic a l
Notes: (See General Abbreviations List)
BKK: Bangkok
HP: Health Promotion
HW: Health Worker
MNCH: Maternal, Newborn and Child Health 
O&G: Obstetrics and Gynaecology
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Appendix 4: Interview Guide for Women Participants
Tm om m sim m n1
Thai Health-Risk Transition Study
Older Women’s Experiences/Impressions of Birthing and Transition
a / «u s s
U^l £ n 1 T LlJ« EJ V, ci114Y10 >3 dfTU A T1 3T lÜ Ü V lu  l? fi 4 “U / n  VI
Checklist:
V  Inclusion Criteria (W C U fllU JW m nJJLfltli'jrv in 'TW liP l)
S  Suitablejocation (minimise nojse and interruptions)
Ännuviiunn?^iJ/inwtui4«Qnj4LWjjnrfliJ)tiJiJL?ltJ'3Äh3MTfigniijnQi4ii£UsdiJ/in»cu(
Ask for consent to Record the interview AQhW ?Q^3>lfll‘U rn f '" lw ^ iJ , r n i i l ’CUll?lSiSl?)lJlUVin)
S  Information Sheet given to Participant (lw fih^U S '3rn?'lSEJll>riW C ]ri^J4fnTd'C U )
O  Give them time to read it ( T w n f l ' lT u m f f iT m i f iJ J f l )
O  Ask if they have any questions about it ( f l f lU m iJ F m iJ  A A lW U )
S  Consent Process ( t fU f lß U rn jW U liU tJ ß lJ )
a  as I ay
O Either read or explain the Participant's rights (BfiU'lfJU'fi^mjVIVintl'flVlfinflJJßnBtn'j)
O  Ask if they have any questions about this (LlJ^l<['S rn? ll'W 6ijn P n jJ “iJ'E)^'3^!J)
S  Take Oral Consent to Participate (Record their consent)
n ? m w ti n mj nn wufjufl a ut« ü iln n 11J «■nHiIiuv\ n iaej >3qj «U
S  Brief introduction of project (LL<U^'Un<l(5l1 ''3 rn i't l? lt i^ ? lJ )
S  Explain that the interview will take about 1 hour (L L '^ ^ l'W V lfm J Q n S S jlT in ^ 'l l 'U rn T ^ V irn t l ’tU lJTwJ'nEU
1
S  Explain Themes (,0 B L n !J lJ? ^L ^ 'U /,WQ,! l 'a v l^ ^ fn m 3 T )
S  Proceed ( p n iu u n n j^ w / ih U ’fu )
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inclusion ( in m w m fim a fln ):
Women (l'VNPl'WrLJT)
Age: 49yrs+ (the older the better) f l T E j i n n r m  4 9  t l  ( S - W in T m  fJT fl)
1/ 1/  ^  I ^
Gravida: Had at least one birth (the more the better) 1 P)?'3‘WTf)JJ'inmnEJ4(?)
QUESTION To Ask Before Beginning: P n n n jjr i 'B 'U m T L fU ^  JJ/lTEtTU: Were you ever involved in giving care to
women for delivery and/or pregnancy? Eg Community midwives/TBA (trained or untrained)
1/
vini4L^^SiJ?^^ijnn?nriT4nni'c?jLL^iviÄ'3c?r-4RT /^TW?'a^^i'B i^ij(?iTvi'T'al3J nm  
i f lu w fN fm / f fm n iT f l / lA j jß W ' i i i f l  ( v iw n u A a jm u m jU n ß U T N )  (yc s /n o ) T/dAiTH
Demographic Information
u tm a y iii^ n uu tL3
Js
Firstly, I would like to collect some background information from you: “(J'3V11''TLI“il® W f)^T U P n “(J'0'3Vn'U?14^1®llJ‘U
1. Age: QT?J
2. Marital Status: ^ n T U / lT V N ^ J J ? ^ .......................................................................................................................................
3. Occupation (main, now or when working):?n*il'V'l'W^n'W?'B'3T4I!'tNVkFIEJVn/l}J'eA[f)
4. Partner/Husband’s Occupation (main, now or when working): QTaü'V'IT^nT4?'0'0'l'!ÜVNVllFlLIVn“(J'B \]^njJ/llJ 'S<lffl
5. District of Birth: <T]JJ^nL‘Un)UTUU>n[?l(..............................................................................................................................
6. District of Residence: Y l'B tA 'U L fa '^U T J ..............................................................................................................................
4f <=>
7. Ethnicity: l l f lT n W
8. Highest Education level a tta in e d :? ~ (? IU m ? ^n 'b 'n ft'3 ^P I..............................................................................................
Theme One: Birthing Experiences/Delivery Care
iJ r e f l u m f t u i f N m f f l f lB f l i J f l f U f i s r m f lU f i i i c u s f l f lB f lq qj
1.1 We would like to collect some details about your pregnancies
^  1/
n  ü & i  lb v  win U 'i nu m ? fn pi jt m  0 4 vrru til us tr14'1?
i/ i>
How many total pregnancies did you ever have?___ pregnancies '^TUTUW J'JTIQ 'Jm  JW4PIJT/1
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Now ask the details and fill in the table
<U
VI
Year/Age
3
n . f l . w ß f n
f j
Location of 
Delivery
f lm u v l f la f l f l
Delivery Carer(s)
w v h flf lf lf lqj
Type
Q s rn ? p ia 0 ß
Complications
r m s u v i iT iT iß 'u
Outcome
H««Vlfi
(if more than 12 use another pa g e ‘W n n J J n n m n  12  ' l “BLLW‘ulwJI,'V'IJ~l
Type Q6: Normal Vaginal Delivery Breech Vaginal
( f l f i f i f lV h n U ) 1V a c u u m (W lflT O 'jq fl)  F o rc e p s ft lf lN ) , C/Section ( c h lfa H P ia f if l)  Other (B IT ])  
Outcome WBBVIfi: Abortion(llYl'3), Stillbirth(LrH?ll?6IlV'l), Live b irth (l,nJ IH Y 'l)
Complications ( /m ^ L L V lT n 8iJ0'U): List responses and details (I'ti'L j)
Other details about births:
r i o a z io fj <f\0u n m m w u i n ui nu m 10 a 0 0
Can you tell me more about your delivery experiences and the care that you received? (List responses)
I I ff«) I t l«1 . *=» .
nmntan0'3LJ?~aijnnTmlum?Afl0AiJCTT^0'3vnmiflsnn?miAVivnmi>i?iJ (esina)
q q 11 '  '
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If hospital/health centre delivery: fl?rUVlVITU^l^'Ell?llJPl? l <U u '3 <W H n U n ^ /$ rn ‘U'VN£nLnA:
1.3.1 What was it like when you went there? (V n U ? $ n 0 tn ^ lT l, l l 'B l lJ v i<E?'3<V1|£J''|'Ln£)/^fnU 'VNtn 'Ln^)
. I I 14 «ai
1.3.2 What was it like afterwards -  how did you feel? (V lT U f^n 'B lin '3  l? /)T^V i^ '5S nnrn i'F l£ l'S (? lV l'U )
1.3.3 Was there anything that made it difficult for you to attend the facility for care? eg it was expensive, different
. I , W %/ *=i Cl 1 I U j / v  Q  l |  I
language, other d ifficu lties .(V nU JflnQ nB ^ t f i m  m iJ U ß lJ f lT J f lW f ln 'm f ln J I J I f n ?  l U H H « ' S I HU
^ n H s n tJ u ^ '3 v i1 '0 n n ^ ^ ^ u ^ n ^ n '3 n ,u il Iu f iu  i « i )
Theme Two: Observations/Perceptions of Birthing Transition
m ? ^ 31 n ti, a s; l i i  f  m  ? t, i l»ti “U ei tu °u-a-3 m  ? Ft«-a i?i
2.1 Have you observed/noticed any changes that have occurred in maternal and/or birthing practices (things that 
women do, or things that are done to them -  during pregnancy/delivery/postpartum) over the scope of your experience?
(Y/N) v h u f l f l ' h i t o i j u
AflQnmiJRfluuiJfl'ainfl5mnüQnumiA«ßflUflilm?mi«jjn?i7niifl::vmn9 ’ U
T u n w s f l f l ß f l w ß u & f l f l f l f l  v l i iJ S tJ u iL iJ ^ 'j ' l iJ ^ n n iS j j  I i m t b I u ? (y /n )
if yes fh w ß u  " l-n :
2.1.1 What would be the main changes? (List change and specify approximate date for each one)
B s W n W lf lu n n jl lJ Im U U lJ a w ffm B U  )K1J
iupnifi'3mmJ«tJUuiJ«'iu«r?stjrn«nvlin«m?LiJ«uuiLiJ0'3uu)
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2.1.2 What do you think/feel about these changes? (List responses)
2.2.1 Where do you think women generally prefer to deliver these days?
vinwi^QnluLl^^iJUWvi '^3<l(?i?jyfQliJ'a^ nri^ ?i'a^ iJ[?i™li?i (litan)q qj o> q '  '
a at home VIUTU
ba t the health centre ^ m U W tn U T ^  
c at the hospital (chose one) T?0V'l£nUT?)
2.2.2 Why do they prefer this place/Please explain? LVI?T~LU(?]'ll?l'^'n^'BriVlUU ? (0 fiU T E l)
2.2.3 At the time of your first delivery, where did women then prefer to deliver?
”l'Ußlii?iLCl0^^^vinuFi?i'a i^j(?ii'Hf’^ LL?n,u'u vinu^ i^dnwviru '^atnn^ '^apiutFiT '^l^i (ilsn)q qj a/ q '  '
a at home VIUTU
b at the health centre V l^ElTUVIEnUT?) 
c at the hospital? (chose one) t^V IE JTU T?)
2.2.4 Why did they prefer this place/Please Explain? LVNTn~lVH?jll?l'T'3 L^Q nVlU U  ? (0S U T ? j)
2.3.1 Who do you think women generally prefer to have help them during pregnancy and delivery these days?
q <U O/ qj
a Community midwife/TBA U U 0  PIT LlEJ 
b Midwife W(?]'3Plff,,n 
c Nurse/Midwife VJEITUT?) 
d Doctor XWS
J s
2.3.2 Why do they prefer this person/Please Explain? LV 'IST^lUFj'lflS^I.^'E iriP lUU ( 'B fiU 'lL l)
2.3.3 At the time of your first delivery, who did women then prefer to have help them during pregnancy and delivery?
^  If 1/ 1/
luQ^m0wfwvinu^?i'ai?iu(ji)T?i^ LL?nuu
wuW'3Qtjnnlul^?u'i>ijQ!JLVi^ 'avi1'E)^ LL^ ,lu'!(jfu^^^n/Tvi‘!'a^ '^Q^ui?ii' (i«en)qj a/ qj q '  '
a Community midwife/TBA WJJflpnLliEJ
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b Midwife
c Nurse/Midwife 1N tn !_n0  
d Doctor 1W 0
2.3.4 Why did they prefer this person/Please Explain? LV'l?n^l,VI(?]'l(?lSTI>^0n A14X4(00'LnEJ)
I f Li I a /  fl l
2.4 What do you think about “modern” deliveries? (List responses) V n iA J f l f l f l tn 'J  LTPIQ L * W ?
2.5 This question is asking about your general observations in the community.
What changes have occurred in the area (community/district) and even the country as a whole over the scope of your 
experience? (List responses) 'S T n n T T ^ lin ß l W S L lT ^ U r n ^ n iV l  WTUJ4H
vin w i  0 ‘in  S n t ? nJ Ü014 n il « *  a z I r i r n  in u q ffu n n ? f \ ??/tiu fa  a a a « ij pi ?
Theme Three: Maternal Deaths J lT 3 ::rm P n fl1 lfN 9 m 0 m iC U :;n f lB f l
3.1 Have there been any cases of maternal deaths that you know about either here or around the area/district? (Y/N)
i f l f lö iu w m T m w n j f ln w I f l iQ W B m s f l f lß f l iJ i i ' i j  t u f lw iu u jB U f ln f lu m M S 'a v h u  ? (y /n ) ( l i i w f f i t j j )
3.2 When did these deaths occur approximately? (Season (if possible)/Year) lWfflrn?E14f?l'3nfl'lQt414 lrH?l“U 1413401^1
)?iJ?r«ntui3 vn.pi.(
3.3 From your experience, or understanding of other people's reports, what were the main causes of those maternal 
deaths? (List Cause/Date for each one) '^T rn J? ~ $ U m ? fl4 'W ? 0 etl034£)Viynt4V]?TlJ 
vi*1 W i 0'T10 t l j f l  0 «■T LVt PI f tT fToJH 0 T m  ? tQ PI TI 04 341T 01 11 ÜiZ <f\« 0 01J PI?q O/ q
( ? n jw 0m tiHü?i  w uas?sejsnanvi in aim w m?nfuii(
3.4 What effect did the death of this mother have on those around her? (List responses)
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nnyifim i'jii'im ainTfln ? (tstj)
3.5 What can be done to prevent maternal deaths? (List responses)
vnunum  525^iaTjn'3vl«n3jn?tinjsvin,lirL,un'ii,i]fl'3frunnji?tara^04Nn?0n^ai~AA00 ?
3.6 Has anything been done? (Y/N)
? ( ip m A m p m )
If yes l n n w e i m  IAEJ :
3.6.1 What has been done? V lTU V n0sA ?? (List responses :?£1J)
3.7 What about women’s ‘problems’. What can be done to prevent women’s ’problems’ related to pregnancy and/or 
birthing? (maternal morbidities) v illJR « Q n L [tU W n T lfi^H ,H tli'3 v iin ü Q n iJn n ? W '3 P IT ? /’L L « S nn? «0 fi« lJW ?'  a/ qj a/ q
S ß ^ l? T J n '3 L L ^ ^ 'a ^ lT L in ^ ^ n ^ n ? n ,M nll? im 'aÜ Q '3m «lL lqJV in iI,U ? (List responses: ? n j )
3.8 What is the most important thing for keeping women healthy?
0 x,1 ? a 0 a <3 «■i  m y vi f l 9\l u  nn tvvAIvf w*m m  * S «Ti n n  w I ? (List responses: S^IJ)
Theme Four: Practices
4.1 Were you ever involved in giving care to women for delivery or pregnancy? (Y/N)
4.1.1 Delivery ^I«0PI1JP1? ? (y /N: IPmAjJlfltJ)
1/
4.1.2 Pregnancy Pl'JFlTT/l? (y /N! IA d A u LFILI)
If Yes to any of these questions, Continue at 4.2: VHfl IA£J lviPl0'LlsiJ0 4.2 ptallJ 
If No, Ask, Do you have any other comments to make? (List) v n n  llilAEJ :
5ii0Yi?qii,!i0^[f)L'w,u 0 <uo]m TiL ij4 'sqnviTu ?
- 3 1 1  -
4.2 How many births did you attend/assist per year approximately?___per year
^ t u t u ....................n a p i m l  A f lm J r c jn o K
If <1 per year V IC fV U B ü rm  1 r iU W f l f l lw W f i l j i l f i  4.2.1:
4.2.1 How many did you attend EVER approximately?__ ever attended
innmim8nfl«ßflu?ßihflYhfl«ßflijnTflfliJ?:;iJnaw'iu'3U............. rm
4.3 Have you ever attended/been given any training on this role/task/job? (Y/N)
vin^^!jm?ijnni'tln'aij?34,l^ ”]i,n?jQnijnn?^?i'at?i34nri0'uvil0ljj'? (ifltiAiJiflü)
If Yes, M 'in W f lU 'h  in t j :
4.3.1 Formal training at a Hospital/Health Centre for which I received a certificate? (Y/N)
I 2x ox ax 61 o  14 lx  ax i g J ax ax
v n m in n jn n jH n ß i j f i J i i n i J W f ln q p m m f W f l n i n f l / f l c n u w f l n i n m i f l s l f l f t J i J r c n n f ' i i t t i i J w m i T f l
« I I  eil M I
4 lT5 Vi?0 II I
Or V ila
4.3.2 Informal training eg a nurse/midwife came to me and ‘supervised’ me? (Y/N)
vinumnjm?t3neu?3JSt]n'3liJL3,UYn'im? 'snnw^^i??/i’‘a,unjTtJVi‘!'avN?jcLn^ i a i  T^vilfßlii
4.4 Did you ever come across women who had ‘problems’ when you were assisting them? (Y/N)
ip m A i i i f i f l
if Yes m n n ß u iA fl:
4.4.1 What were the problems? (List responses) llflJ 'W nPlsiriPnQ fl'a 'SsA? ?(?£1J)
4.4.2 What did you do about it/them? V n ’U l t fA ^ ’A nJ ’W 'l'l i 'L l'B tn 'A l' ?
4.5 If you got ‘stuck’ and were unsure about what to do when a ‘problem’ occurred what could you do?
LW’0 L n ^ l l ^ ,W n ^ ^ f l? lL n ^ J T n ijn n i'^ ? l’a(?lVl1'al34l L t 'l i l^  v h l i v h f l f l 'u ' t a ?  (List responses:?"!])
Final Checklist:
'A  Are there any other general comments? ^m34f°U^L’WU‘W?'Q'^l'Bl,^‘U'SLL'U^LY'l34L^134 ? 
^A Consent is recorded? ^Nl^'Bl'W FlQnillJ'UfJ'BlJ ?
*  Did you give the participant the information sheet/and blank consent form if signed?
i r a m f l n a n w f l im T f l j ^ n n m r i w n n & i j n w u  ?qj qj qj
>A Did you close the conversation politely? 'S‘L inn?^3> irny '?rU '0 tn '3^/1TV 'l 
'A  Did you thank the participant?: n ^ T T ’lJ'SUfifU
' A  Stop the recorder: ‘U ffllP lT 'tN lU 'U V ini.^tN
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Appendix 5a: Information Sheet for Women Participants 
(English Translation)
Thfli H w ir tK -fc s fc  Trcm rU t ri<
CGI__EGE OF MEDICINE AND HEALTH SCIENCES
V .■ ‘.u V .L  OJ( JL 0*1 EKÜLMLJLOO AVJ P O P .^rtU ft - i -A - ' • 
i*eTiv Hacra KV MHI 
lanchdx»
i  9ennv,Hacra (f au.eca.au 
a id  Pnona>*oo«e: 'la la ro  .l*V.' • /  übt
Carfcerra *V_' JÜ J’J .V iitrc la 
t: •(] 2 al2i Sfc’.a 
-51  2 0125 a/4S 
Vco: - b l  <0HQi 51 ObJJ
' / t : r f t n  sr  i tedi-
Information Sheet
Tne ‘Tr,3 i Health Risk Transitions Study’ is a col abcration between varous researchers and 
Government staff in Tha lard and Australia The overall purpose of this study is to examine the 
transitions occurring in Tha land regard ng the heath risks of the pooulaticn: that is, changes n 
rsk factors associated with various health outcomes. It is bei eved that this nfcrmaton will he 
useful fcr policy makers and planners in their efforts to improve the health of the pooulaticn. 
F ve PhD card dates are working together with the princip e researchers on sub-studies 
pursuing the same overarch ng objective
The topic of th:s project is 'Maternal Health and Birthing Outcomes in Thailand". The processes 
surrounding birthing and factors contributing to maternal health in Thailand have changed 
cons cerably over recent decades. The aim o? this research study is to investgate cnanges n 
maternal outcomes in Thai and and related factors. It s hoped that by acquirrg a better 
understanding of these factors, materna health may be further improved. It is antcioated that 
the 'esuts will be used to rfcrm po icy and practice, and to contribute to quality improvement 
processes within the health services Information co lected will also be used for the completion 
of a 3hC thes s at the Austra ian Natona! University, and it s expected that know edge will be 
dissem nateo in academic I terature and at conferences. We would like to ask you some 
questions about your birth ng experiences, about maternal hea th in general and related 
factors.
Par. c patron n this study s on a voluntary basis, however, I hope that you w l be willing to 
participate, as your experience and knowledge are important to the successful conduct of the 
research, and will contribute to the overa I a m of improving oopuiaton health. If you choose to 
participate, you may dec ine to answer any question!». The fact that you have beer 
interviewed and the information you provide w h ae known on y to the Researcner and Research 
Assistants, and only once it is not possib e to discover your ioentity ide-identfied), wi t findings 
be made known to others
This study has rece ved ethics approval from the Austral an Natonal University Human 
Research Ethcs Sub-Committee, and adheres to the Ethica Gu de ires publshed by the 
Ministry of Publ c Health (MCPH) Thailand The ‘Health Risk Transfer, Study' has aiso 
race ved ethica! approval from the STOU Ethica Review Committee. If you would ike further 
informat on please fee1 free to ask questions or contact the researcher at the peta ls above 
and/cr below:
Ms Penny Hacra
Nations Centre for Epidemio ogy and Popu at on Health (NCEPH), ANU,
Canberra ACT 0200, Austra ia
Phcre -61 2 6125 SG’ S, +61 2 5125 2373
Fax; Email; Mobile; as above
- 3 1 3  -
Any further questions, complaints or concerns can be addressed to:
Professor Adrian Sleigh (Chief Investigator -  Thai Health Risk Transitions Study) 
National Centre for Epidemiology and Population Health 
The Australian National University,
Canberra ACT 0200, Australia 
Phone: +61 2 6125 2145 
Email: Adnan.SleiQh@anu.edu.au
Or Dr Sam-ang Seubsman (Co-Chief Investigator -  Thai Health Risk Transitions Study) 
Sukhothai Thammatirat Open University (STOU)
Nonthaburi, Thailand
Phone: (02) 504 8115, (02) 504 7780
Email: heasssam@stou.ac.th or Sam-ana@mail.com
Any ethical concerns/complaints can be addressed to:
The Secretary, Human Research Ethics Committee (HREC) 
Research Office
The Australian National University,
Canberra. ACT 0200. Australia 
Phone: +61 2 6125 7945 
Fax: +61 2 6125 4807 
Email: Human.Ethics.Qfficer@anu.edu.au
Thank you for your valuable time and cooperation.
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Appendix 5b: Consent Form for Women Participants 
(English Translation)
COllEGE Cf MEDIC]ME AND I-CAlT} I SCIENCES
I-' V. Vlk.1 V« VI I <*!•■
LlH TPt *-CK AVO ECTi UlU j o H -tuU I "
ts»' • iM *WK
■'”LI ur</iuV 
t  Rnuf^tc i9 r i^ > iu i.
1‘d iii !»*v«fc. C’l-’T r.' «use
C d i i t i ' 9 A"! — A t  4u»hdia
f. - t :  ; t : ; t  ;&ia 
r .6: i  sus :'i:
<H im  i ..i .uiii
M aternal H ealth & B irthing S tudy 
Consent form for participant interviews
The form is read to, or by the partcipartt
understand tnat tris study is being conducted by Vs 3enry -acra be og assisted by 
.................. 'name cf inferv.e wan fron the Aurelian National Jniversity.
1. ! have readhave had read tc r-e. arc bncerstood. and been given 3 copy cf the Information 
Sheet egard -g this study.
2 .1 voluntarily agree to padicspate - this ircerw-ew a"a u-dersta1'c that I •’lay cec ne tc answer 
any o-€stion;s:.
3 I LTcerstana that the nf: mat er | provide Mill be .sec fera P"D r e s s  '.AN - 1. and that capers 
may be pub shed or presented at ccnfe’ences, and crcv ced to the Minssby cf Public health 
<; V>CPH; wnh the ain of mcncvng Surr ng Outcomes :n Thailanc.
* I LTterstanc that I can ask quesdens at a -y t tie dur -g the interview and f a t  unde' nest 
c 'cuTista-ces. the questions wll be answered.
c. ! u~ terstanc that other investigators a-a SL-per.-scrs wiü act as 30V!ser* ter the resea'ch.
! b'cerstanc that effots w> i be taten tc c'otect ny  oe-so-ai rfcrnat;cn during the ‘esesrer 
process.
7 I u ' cerstarc that I »vil! not oe pe'sonaily identifed n a.-/ repc-hing or pub cat;cn:s; aris ng fron 
:h s study.
3 ! LTdersianc that I nay wthdra* my partcipabon 31 ary t -ne du' ~g- the interview, cr until tre 
data s processed, without any negative co_sec -enoes.
5. : have bee- given the contact details cf the researcher and the proect super.1 sers-' ~stitut:o'-s.
If yo u are witting to participate in this interv iew and study piease sign rhe form, o r give 
verbal agreement ja blank copy of mis form wii’l be given to youj.__________________
Name of psrt cipan:_________________________________
3igr.sture _____________________________________  Date:
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Appendix 6: Coding Scheme Used for Older Women’s 
Interviews
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Appendix 7: Interview Guide for Key Informants
Thai Hearth-Risk Transition Study
Explain/Do:
1. Information Sheet
2. Consent
3. General Aim and Objectives
4. Any questions?
General Themes of Interest:
1. Birthing Transition
2. Maternal Mortality
3. Contemporary Issues and Birthing Outcomes
(EmOC, Skilled Care, Technologies, Women’s Experiences)
4. National Maternal Health and Birthing Outcomes Data
1. Changes in birthing practices and outcomes? (Qualitative, quantitative)
2. Broader changes in Thailand?
3. Current distribution, determinants of maternal deaths?
4. Comparing differences at the sub-national-level, medical and other causes? (eg community, 
socio-economic factors, health services, geographic differences?)
5. Distribution and utilisation of skilled care, EmOC?
6. Evidence for effectiveness of skilled care, EmOC (i.e. outcomes associated with, geographic 
differences, time trends)?
7. Differences in outcomes by birthplace, birth attendant, and nature of variations?
8. Influence of evidence-based care/practice on birthing care?
9. Recording and reporting of maternal health and birthing data and outcomes? (experience, 
beliefs, quality of, processes?)
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Appendix 8a: Information Sheet for Key Informants 
(English Version)
TWli Uo/lt+K-P.i4Ue TmtW/tion Sturdy
COLLEGE OF MEDICINE AND HEALTH SCIENCES
NATIONAL CENTRE TO« EP1D6MCOLOGT AND FOH-m TIüN M6ALTX
« o n v  Hacra RM MFX
«ftö  Candidate
t :  Pennv.MacraVamj.eda.aii
Marvd pvone/Mctwe: ’ ’aalandCM?? iT SG6
Canterra ACT 0230 Ajstraia 
T: -4 1  2 6125 5418 
f :  *-61 2 6125 0?40 
*o ö : -6 1  (ÖJ-KÜ 51 66J.1 
V#1: herri* rc» ~ n  ar.-j «dt. qt_
Information Sheet
The Thai Health Risk. Transitions Study' is a col aboration between research academics and 
pubic servants in Thailand and Austraia, and is funded by The Wellcome Trust (UK) and the 
Nationa Health and Med cal Research Counci! (NHSMRC) in Austra ia, with substant al in-kind1 
contributions from Thai institutions The overa I purpose of this study is to examine the 
transitions occurring in Tha land regard ng the hea th risks of the pooulation: that is, changes n 
morbidity and morta ity risks assoc ated with changes in health risk factors. It is believed that 
this information will be useful for policy makers and p anners. in their efforts to halt the 
increasing prevalence of preventable d seases and to improve the health of the population 
Five PhD candidates are working together with the principle researchers, on sub-studies related 
to the larger study, pursu ng the same overarching objective.
The topic of th s project is 'Maternal Health and Birthing Outcomes in Thailand'’. The processes 
surrounding birthing and factors contributing to maternal health in Thailand have changed 
cons derabty over recent decades. The aim of this research study is to investigate changes in 
maternal outcomes in Thai and and related factors, it is hoped that by acquirng a better 
understanding of these factors, materna health may be further improved. It is anticipated that 
the resuts wi I be used to inform po icy and practice, and to contribute to quality improvement 
processes within the health services Information co lected will also be used for the completion 
of a PhD thes s at the Austra lan Nat onai University, and it s expected that know edge will be 
dissem nated in academic literature and at conferences. We would like to ask you some 
questions about maternal health and related factors.
Part*c pation n this study s on a voluntary basis, however, I hope that you w I be w I ing to 
participate, as your experience and knowledge are important to the successful conduct of the 
research, and will contribute to the overa I am of improving populaton health. If you choose to 
participate, you may dec ine to answer any question!». The fact that you have been 
interviewed and the informal on you provide will be known on y to the Researcher and Research 
Assistant, and only once it is not possible to discover your dentity {de- dentified). wi I findings be 
made known to others.
This study has received ethics approval from the Australian National University Human 
Research Eth cs Sub-Committee, and adheres to the Ethica Guide ines published by the 
Ministry of Public Health (MCPH) Thailand The Health Risk Transition Study' has also 
rece ved ethical approval from the STOU Ethica Review Committee If you would ike further 
informat on please feei free to ask questions or contact the researcher at the deta Is above 
and/or below:
Ms Penny Haora
Nationa Centre for Epidemio ogy and Popu aton Health (NCEPH), ANU,
Canberra ACT 02D0, Austra ia
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Phone: +61 2 6125 5618, +61 2 6125 2378 
Fax; Email; Mobile as above
Any further questions, complaints or concerns can be addressed to:
Professor Adrian Sleigh (Chief Investigator -  Thai Health Risk Transitions Study) 
National Centre for Epidemiology and Population Health 
The Australian National University,
Canberra ACT C200. Australia 
Phone: +61 2 6125 2145 
Email: Adnan.Sleiah@anu.edu.au
Or Dr Sam-ang Seubsman (Co-Chief Investigator-Thai Hea th Risk Transitions Study) 
Sukhothai Thammatirat Open University (STOU)
Nonthaouri, Thailand
Phone: (02) 5C4 8115, (02) 504 778C
Email: heasssan@stou.ac.th or Sam-anQ@mail.com
Any ethical concerns/complaints can be addressed to:
The Secretary, Hunan Research Ethics Committee (HREC) 
Research Office
The Australian National University,
Canberra. ACT 0200. Australia 
Phone: +61 2 6125 7945 
Fax: +61 2 6125 4807 
Email: Human.Ethics.Qfficer@aru.edu.au
Thank you for your valuable time and cooperation.
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Appendix 8b: Consent Form for Key Informants (English 
Version)
CQLiEGE C f MEDICINE AND I*£AlTH SCIENCES
□ESE
cehtm Ks* ttati*M2icc'i Ma K^umfiau -«.mtw 
Pwt™ -iacia 4M «!*•
>*C> lUttfete* 
fc I V t l ' l ' . ' t e :
hacai ***eiw,,mü(U*e TtiatetaOtf? S,’ tat
M aternal H ealth  8. B irth ing O u tco m es S tudy  
Consent form for Key Informant interviews
If you are wiftrrw ro participate in this mrerview and study. p,fea.se.- 
« Read the fcr'fowing 
• Sign ar the borrow of the form
\ab!an* copy of this for,71 wiii be given to you for y o u r  future reference)
understand trat tHs study is being conducted by ................  <name cf rrterviewer; and
Ms 3 4*67enny Haora, hem t«e \aticna Centre ‘or Epidemroicgy an: Popuiatcn Heath (NCEF- at 
the Australian Nat cnal J r  versify iANU;
1 1 have read and understood, and rave oeen g ver a copy cf the nfcrnaticn Sheet regarding this 
study.
2. i vcluntaniy agree to participate r  this interview arc lt aersta"c that I may cec ne to answer 
any q-estiorys'!.
3. I uncerstanc that the nfc-crvaticr I provide »'«ill be j%ez for a PhD r e s s  • AN J,i. and that capers 
may be published in academic journals or presented 3t conferences, and provided to the Minstry cf 
-ublc Health (MOPH) wth the am  cf improving birthing outcomes r  "haiia^c
4 I u" "erstand that I can as* questcns at ary t me during the interview and that as tong as they do 
not involve 3 breacr of another's ccnf dentiality. the questions will be answered
c. 1 u-cerstaro that the ct"er "vestgators and supervisees wII act as advse's cr consutants cn 
tne research process and f "dings They all have considerate expertise " the tonic area
6 • Lrcerstanc that efforts wf be taicen tc safeguard ny  confidentiality during the data collect cn, 
storage arc analysts accesses
7 I understand that I *ill not t*e pe'sorally identified in a~y reps'llng or pub cafconis) arisng fren 
my partic cat cn n this study.
3 understand that I f^ay v/rthdra* my participation 3t any t me durrg  the inter.1 *tew or up unt the 
time w"en thie data has been p-ccessed (ie ..nreccgn-.23b!e:\ wthout any negative consequences
& I have bee" given the contact details of the researcher and the pro.ee; suoerv so«si’ "stit-tio^s.
Name of partcipare:___________________________________________
Signature ________________________________________  Date _____________________________
c a rte r™  a :  I C2BO M nhM m
T. -< i i  4 ü ‘  sms 
f  -mSI 2 b U S  «>♦£•
M&b + e l  (C * iU  4 :  be*.-;
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Appendix 9: Ethics Approvals
THE AUSTRALIAN NATIONAL UNIVERSITY
T H E  A U S T R A L IA N  N A T IO N A L  U N IV E R S IT Y
Dr Lynette Lim 
Acting Chair, LESC
CANBERRA ACT 0200 AUSTRALIA 
TELEPHONE:«^ 6125 8346 
FACSIMILE: (02) 6125 0407 
EMAIL: Lynette.Lim@anu.edu.au
9rd March 2006
Ms Penny Haora
NCEPH 
AN U 
ACT 0200
Outcome of Consideration of Protocol 
Protocol 2006/14 (Stage I) [LESC-NCEPH/Med School/APHCRI]
Stage I: Maternal Health & Birthing Outcome sin Thailand: Where have we come from? Where are we now?
Where do we need to go?
Dear Ms Haora,
On behalf o f the Human Research Ethics Committee I  am pleased to advise that the above protocol (Stage I)
has been approved.
For your information:
1. Under the N H M R C /AV C C  National Statement on Ethical Conduct in Research Involving Humans we 
are required to fo llow  up research that we have approved. Once a year (or sooner for short projects) we 
shall request a brie f report on any ethical issues which may have arisen during your research and whether 
it  proceeded according to the plan outlined in the above protocol.
2. Please notify the Committee o f any changes to your protocol in the course o f your research, and when 
you complete or cease working on this project.
3. The valid ity o f this current approval is five years’ maximum from  the date shown on the attached 
Outcome o f Consideration o f Protocol form. For longer projects you are required to seek renewed 
approval from  the Committee.
Yours sincerely,
D r Lynette L im  k 
Acting Chair, LESC NCEPH
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T ilt AUSTRALIAN NATIONAL UNIVERSITY
T H E  A U S T R A L I A N  N A T I O N A L  U N I V E R S I T Y
CANBERRA ACT 0200
AUSTRALIA
TELEPHONE:(02) 6125 8346
Dr Lynette Lim  
Chair. LESC
FACSIMILE: (02)6125 0407 
EM AIL: Lynette.Lim@anu.edu.au
10 May 2006
Ms Penny Haora 
NCEPH
The Australian National University 
ACT 0200
Outcome of Consideration of Protocol 
Protocol 2006/XX [LESC-NCEPH/Med School/APHCRI]
Stage II: Maternal Health & Birthing Outcomes in Thailand -  Where have we 
come from? Where are we now? Where do we need to go?
Dear Ms Haora.
On behalf of the Human Research Ethics Committee I am pleased to advise that the above
protocol has been approved subject to your signing the ethics application. The committee wishes
to note the thoughtful nature and excellent quality o f this application.
For your information:
1. Under the NHMRC/AVCC National Statement on Ethical Conduct in Research Involving 
Humans we are required to follow up research that we have approved. Once a year (or 
sooner for short projects) we shall request a brief report on any ethical issues which may have 
arisen during your research and whether it proceeded according to the plan outlined in the 
above protocol.
2. Please notify the Committee of any changes to your protocol in the course of your research, 
and when you complete or cease working on this project.
3. The validity of this current approval is five years' maximum from the date shown on the 
attached Outcome o f Consideration o f Protocol form. For longer projects you are required to 
seek renewed approval from the Committee.
Yours sine
Dr Lynette
Chair. LE ool/APHCRI
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Appendix 10: Data Tables for Thailand:
Key Maternal and Newborn Health and Birthing 
Outcomes Indicators
Table A 10.1:
Table A 10.2:
Table A10.3:
Table A10.4:
Table A10.5: 
Table A 10.6:
Table A 10.7:
Table A 10.8: 
Table A 10.9:
Table A10.10:
TableA10.ll:
Table A 10.12:
Table A10.13:
Table A 10.14: 
Table A10.15:
Table A10.16: 
Table A 10.17:
Table A 10.18: 
Table A 10.19
Contraceptive Prevalence Rate (CPR) and Total Fertility Rate (TFR) (1955- 
2010)
Maternal Mortality Ratios (MMRs) Reported from Various Sources (1960- 
2010)
Number of Maternal Deaths Reported to MOPH (1997-2004) by Region, 
Comparing RAMOS Estimates for 1997 and 1998
Maternal Mortality Ratio Estimates (& Ranges) (1990, 1994, 1997-2004) by 
Region
Obstetric Causes of Maternal Deaths in Thailand (1990, 1995-2004)(%) 
Perinatal Mortality Rates (PMRs) in Thailand (per 1,000 total births) Reported 
from Various Sources (1990, 1994-2004)
MOPH Reported Perinatal Mortality Rates (& Ranges) (1997-2004) by 
Region
MOPH Reported Selected Causes of Perinatal Deaths (%) (1990, 1994-2003) 
Infant Mortality Rates (IMRs)(per 1,000 live births), Trends and Comparisons 
from Various Data Sources (Selected Years: 1964, 1974, 1980, 1984-1985, 
1989-2004, 2006-2007, 2010)
National Rates of Low Birth Weight (LBW) Newborns (%) (1990-1992, 
1994-1995, 1997-2004)
Percentage Estimates (& Ranges) of Newborns that were LBW Reported to 
MOPH by Region (1997-2004)
National Birth Asphyxia (BA) Rates Reported from Various Sources (1995, 
1999-2004) per 1,000 live births
Percentage Estimates (& Ranges) of Newborns with Birth Asphyxia (1997- 
2004) by Region
Teenage Births (Percentage of all births that were to mothers <20 years) 
Country Comparison Teenage Fertility Rates (Births per 1,000 Women Aged 
15-19 Years)
Percentage Estimates (& Ranges) of Teenage Births (1997-2004) by Region 
Percentage of Pregnant Women Anaemic Reported from Various Sources 
(Hct<33%) (1988-2003)
Percentage of Anaemic Pregnant Women (Hct<33%) (1997-2004) by Region 
Abortion Ratios Reported to MOPH (1999-2004) by Region
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Fertility Indicators
Table A10.1: Contraceptive Prevalence Rate (CPR) and Total Fertility Rate (TFR) 
(1955-2010)__________________________________________________________
CPR TFR
% MWRA (Source) # BPW (Source)
1 9 5 5 -5 9 6 .5  ( 12 ) 
5 .7  ( 12 ) 
6.1  ( 12 ) 
6.1  ( 12)
1960 6.2
6 .4  ( 9 )
6 .23  ( 12)
1961 6 .5 2  ( 12 ) 
6 .3 0  ( 12 )
1962 6 .5 2  ( 12 ) 
6 .4 7  ( 12 )
1963 6.31  ( 12 ) 
6 .4 9  ( 12 )
1964 6 .5 6  ( 12 ) 
6 .45  ( 12)
1965 6 .1 8  ( 12 ) 
6 .4 6  ( 12 )
1966 5 .9 7  ( 12 ) 
6 .3 7  ( 12)
1967 5 .6 4  ( 12 ) 
6 .1 2  ( 12 )
1968 5 .45  ( 12 ) 
6 .0 8  ( 12 )
1969 5 .6 3  ( 12 ) 
5 .7 6  ( 12 )
1 9 6 9 -7 0 14.8  ( 12 ) 
14.0  ( 14 )
1970 15.0  ( 2 )
14.0  ( 1)
6.1  ( 1) 
6 .3  ( 2 )
5.5  ( 8 ) 
5 .45  ( 12 )
5.5  ( 15 )
1971 5.3  ( 12 )
1972 4 .9 6  ( 12 )
1 9 7 2 -7 3 2 6 .3  ( 12 ) 
2 6 .0  ( 14 )
1973 4 .1 6  ( 12 )
1974 3 90  ( 12 )
1975 3 6 .7  ( 12 ) 
3 3 .0  ( 14 )
4.11  ( 12 )
1 9 7 0 -7 5 5 .0  ( 11 )
1 9 7 8 -7 9 5 3 .0  ( 14 )
1980 5 9 .0  ( 1) 3 .7  ( 1)
1981 5 9 .0  ( 14 )
1984 6 5 .0  ( 14 )
1985 5 9 .0  ( 13 )
1987 6 8 .0  ( 14 )
1990 6 7 .5  ( 1) 2 .2  ( 1) 
2.1 ( 8 ) 
2 .3  ( 9 ) 
2.1  ( 15 )
1991 6 9 .0  ( 14)
1992 2.1  ( 10 )
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C P R T F R
%  M W R A  ( S o u r c e ) #  B P W  ( S o u r c e )
1993 2.1 (19)
1995 75.2 (21)
1995-03 79.0 (9)
1997 70.0 (18)
2000-05 1.9 (11)
2000-07 77.0 (15)
2000 79.2 (2) 1.9 (2)
2001 72.2 (20)
2002 1.9 (10)
2003 1.9 (9)
1.9 (19)
2004 70.0 (6)
2005 70.0 (7) 1.7 (7)
2006 70.0 (17) 1.8 (8)
2007 1.8 (15)
2008 80.0 (3)
80.0 (4) 
70.0(16)
1.8
2010 80.0 (5) 1.83 (5)
Notes:
■ %MWRA: Percent of Married Women of Reproductive-Age
■ #BPW: Number of Births per Woman
■ Graph shows averages taken from the various sources shown in this Table.
■ Not all rates shown on this Table are plotted (eg multiple year rates where single year rates were 
available).
■ Rates are for modern contraceptive methods.
■ Some rates from and including 2001 increased age group from 15-44 years to 15-49 years.
Sources:
1. (ADB 1993)
2. MOPH (2003) Thailand Reproductive Health Profile
3. Save the Children (2010) State of the World’s Mothers 2010
4. UN Women (2011) Progress of the World’s Women 2011-2012
5. UNFPA (2010) State of World Population 2010
6. (UNFPA 2004) State of World Population 2004
7. (Population Reference Bureau 2005)
8. (UNICEF 2007)
9. (UNICEF 2004a)
10. (WHO 2004d)
11. (UNDP 2005a)
12. (NSO 1976)
13. (NSO 1986)
14. (UN 1999) Women in Thailand: A Country Profile
15. (UNICEF 2008)
16. (UNFPA 2008)
17. (Save the Children 2006)
18. (WHO 2005b:218)
19. (WHO 2005b: 180)
20. (WHO 2006c)
21. (Warakamin & Takrudtong 1998)
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